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INTERNAL MAMMARY NODE 
BIOPSY—ITS PLACE IN THE 
TREATMENT OF BREAST 
CARCINOMA* 


J. T. M. SANDY, M.D., Vancouver, B.C. 


THE AIM in the surgical treatment of cancer is 
the removal of the primary focus of disease with 
any local spread in lymphatics or adjacent tissues. 
Any operation which fails to accomplish this 
must be considered inadequaie. 

The radical mastectomy as designed by Hal- 
sted has been the standard operation for carcin- 
oma of the breast for many years. While it has 
been, and still is, the most effective weapon 
against the disease, surgeons everywhere have 
been dissatisfied with its results. Haagensen 
states that only 35% of all people with breast 
cancer survive five years and only 20% survive 
ten years. These figures are derived from a sur- 
vey of teaching hospitals where the treatment 
should be of the highest calibre. 

Because of the unsatisfactory results of the 
standard method of treatment, two schools have 
developed. The first might be termed the super- 
radical school. This includes Urban and Wan- 
gensteen in the United States, Dahl-Iversen in 
Denmark and Margottini in Italy. The premise 
of this group is that improvement in survival 
rates will only be achieved by a wider surgical 
removal of the node-bearing areas. The second 
school originated by McWhirter recommends 
limited surgery to remove only the disease in the 
breast itself followed by intensive irradiation. 
The follow-up period is still inadequate for com- 
parison of the results of the two methods of 
treatment. 

One of the reasons for the poor results ob- 
tained with surgery is that the selection of cases 
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suitable for operation is based solely on clinical 
staging. The patient presents with a breast mass 
which the surgeon examines to the best of his 
ability. If the standard criteria of operability 
are met and there is no x-ray evidence of meta- 
static disease, his only recourse is to recommend 
a radical mastectomy if malignancy is proven. 
Some of these cases will already have wide- 
spread disease, making all chances of a surgical 
cure impossible. 


During the past decade, studies of the regional 
lymphatics have been adopted in many centres 
to try to improve case selection. One of the areas 
that has received a great deal of attention is the 
internal mammary chain. For many years the 
axilla was considered to be the primary drainage 
site for lymphatics of the breast. Other lymph 
node areas were recognized but it was felt that 
these rarely became involved until the axillary 
nodes were completely plugged. Halsted records 
that his house surgeon, Harvey Cushing, found 
tumour spread to the anterior mediastinum in 
a few cases. There was little further attention 
paid to this for many years, probably because of 
the associated hazard of intrathoracic dissection 
in the days of poor anesthesia. In 1918 Stibbe, 
an English anatomist, made a careful study of 
the internal mammary chain. Sampson Handley 
in 1922 explored the anterior mediastinum in 
six cases of breast carcinoma and found two to 
be involved by tumour. By 1927 he produced 
evidence to show that the internal mammary 
chain could be invaded at the same time as or 
even before the axillary nodes in certain lesions. 
Because of this finding, he advocated the routine 
use of radium in the intercostal spaces as a pro- 
phylactic. The subject seemed largely forgotten 
until 1946 when R. S. Handley, the son of the 
above, biopsied the internal mammary chain in 
five cases undergoing radical mastectomy. He 
also found positive nodes in two or three cases. 
His report stimulated the first widespread inter- 
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est in the procedure. Since that time, several re- 
ports of large series have appeared in the litera- 
ture. 

Handley’s series, reported in 1954, comprised 
150 consecutive cases of breast carcinoma, of 
which 139 were judged on clinical grounds to be 
operable and 11 inoperable. In all cases the in- 
ternal mammary chain was biopsied. It was 
found to be involved in 33% of the total. Fifty- 
four per cent of central and inner quadrant tu- 
mours were associated with positive internal 
mammary nodes and 18% of lateral lesions 
showed involvement. Forty-four per cent of cases 
with positive axillary nodes had positive internal 
mammary nodes. Because we have been im- 
pressed by these figures, we decided to embark 
on a study of cases of breast carcinoma at the 
Vancouver General Hospital. 


ANATOMY OF THE INTERNAL MAMMARY 
CHAIN 


As mentioned above, Stibbe was the first to 
thoroughly investigate the internal mammary 
chain. In a series of 60 postmortems he found 
nodes in the upper three intercostal spaces con- 
stantly and usually a node in the sixth space 
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Fig. 1.—Frontal and sagittal views of upper three 
intercostal spaces showing relations of internal mammary 
tens nodes (from McDonald et al., Surgery, 34: 521, 
bilaterally. As can be seen from Fig. 1, the nodes 
lie close to the internal mammary vessels and 
may be found superficial to, medial to or lateral 
to these. The normal node is about 1-2 mm. in 
diameter or roughly the size of a grain of rice. 
Involved nodes may increase in size to 0.5 cm., 


or may remain very small. 
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Lymphatic channels communicate with the 
breast along small blood vessels which pass 
through the sternal head of the pectoralis major. 
The second interspace is the one where positive 
nodes are most commonly found. 


TECHNIQUE OF INTERNAL MAMMARY Biopsy 


The lump in the breast is incised or excised 
and examined by frozen section in the usual way. 
When carcinoma is proven, an incision is made 
along the line of the medial skin flap of a prob- 
able radical mastectomy and the latter is re- 
flected to the mid-line of the sternum. The 
sternal origin of the pectoralis major is detached 
over the second interspace. The two intercostals 
are then divided laterally for about one inch 


x — 


Fig. 2.—Wound used to expose internal mammary chain. 


from the margin of the sternum, thus exposing 
the pleura and internal mammary vessels: By 
gentle dissection with non-toothed thumb forceps 

































Fig. 3.—Biopsy specimens removed from I, II and III 
interspaces. 
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Fig. 4.—Illustration of size of biopsy specimens. 


it is possible to tease away the areolar tissue and 
fat with any associated lymph nodes which may 
be present. Metastatic deposits of tumour may 
occur in what clinically appears to be only fat, 
and by the same token obviously enlarged lymph 
nodes do not necessarily contain tumour. If 
frozen sections of tissue from the second inter- 
space demonstrate tumour emboli, no other 
spaces need be explored. If no tumour is found, 
the first, third and fourth spaces may be ex- 
amined. Spaces below the fourth are technically 
difficult to explore because of the angle of the 
costal cartilages. The intercostal muscles need 
not be re-sutured. 

The commonest complications of the proced- 
ure are puncture of the pleura and bleeding from 
the internal mammary vessels. The former can 
be easily dealt with by simply inflating the lung 





Fig. 5.—Photomicrograph of malignant deposits in an 
internal mammary node. Deposits this size are easily 
recognizable on frozen section. 
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where endotracheal anesthesia is used, and then 
suturing the rent in the pleura. Hemorrhage can 
usually be controlled by ligating the vessels 
above and below. A point of some practical im- 
portance is that the perforating vessels which 
communicate with the internal mammary artery 
often lie very close to the periosteum of the edge 
of the sternum. Since discovering this, we find 
that the operative field can be kept drier by 
avoiding these. 

The extra operating time required when the 
internal mammary chain is negative is about 
half an hour. 


MATERIALS AND METHODS 


TABLE I.—Srupres or INTERNAL Mammary NopgEs 
IN 25 Cases or “OPERABLE” CARCINOMA OF THE BREAST 








Number of cases biopsied................... 25 
Number with positive internal mammary nodes 14 56% 
Positive 
I.M. 
No. nodes Y% (pos.) 
I. Central and inner quadrant 
SU ea Neca asa ass 19 13 68 
Axillary nodes 
palpable.......... 11 7 63 
Axillary nodes not 
palpable... ........ 8 6 75 
II. Outer quadrant tumours.. 6 1 17 


Our series includes 25 cases, 14 of which have 
shown positive internal mammary nodes. Nine- 
teen cases had either central or inner quadrant 
lesions and 18, or 68%, were positive. Of il 
cases with palpable axillary nodes, seven had 
internal mammary involvement. In six of the 
eight cases with clinically negative axillz, spread 
to the anterior mediastinum had occurred. Of 
six outer quadrant lesions investigated, only one 
had a positive internal mammary chain and this 
case had axillary nodes. 

These figures are roughly comparable to those 
of other series. They demonstrate that central 
and inner quadrant lesions will metastasize to 
the internal mammary chain in over half of the 
cases regardless of axillary involvement. While 
the internal mammary chain is much less com- 
monly involved in outer quadrant tumours, a 
significant percentage will be positive if the 
axille contain nodes. 

Of special interest in our material were the 
six patients considered clinically to have disease 
confined entirely to the breast but who had posi- 
tive internal mammary chains. One .of these 
showed tumour emboli in the nodes from all 
three interspaces. By the standard operative cri- 
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teria these patients would have been considered 
excellent candidates for a surgical cure, and 
radical mastectomy would have been done. 


METHODS OF TREATMENT 


TABLE II.—TREATMENT APPLIED AFTER INTERNAL 
Mammary Nope Biopsy 





I. With negative internal mammary nodes......... 11 
Radical mastectomy and radiation......... 11 

II. With positive internal mammary nodes......... 14 
Simple mastectomy plus radiation.......... 10 
EE POO POEL TPE EOL 3 

Radical mastectomy plus radiation....... eee cue 


All cases with negative internal mammary 
nodes had a radical mastectomy followed by 
irradiation. Of those with positive nodes, 10 had 
a simple mastectomy plus irradiation. Three 
received radiation only and one had a radical 
mastectomy. The latter was done because after 
frozen section studies the internal mammary 
chain was reported negative but subsequent sec- 
tions showed tumour emboli. 


DIscussION 


When the internal mammary chain is found 
to be involved with tumour, the problem con- 
fronting the operator is what operation, if any, 
to perform on the breast. The alternatives open 
are: 

1. To do no further surgery and rely entirely 
on irradiation therapy. 

2. To remove the breast tissue only, by doing 
a simple mastectomy. 

3. To do a standard Halsted radical mastec- 
tomy; or, 

4. To submit the patient to one of the more 
radical surgical procedures as described by Ur- 
ban and others. 

The final answer to the problem has not been 
decided upon. It may require many more years 
of follow-up before a careful assessment can be 
made, 

Haagensen, in a recent article on the subject, 
states that his current practice is as follows: If 
the internal mammary chain is negative, a radi- 
cal mastectomy is performed. If tumour cells are 
demonstrated in the first internal mammary node, 
it is assumed that spread has probably occurred 
beyond the limits of surgical removal and these 
cases are treated entirely by irradiation. In cer- 
tain cases in which spread has occurred to the 
internal mammary chain but has not reached as 
high as the first interspace, a radical operation 
of the type described by Urban is done. Before 
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the latter is done, however, the additional re- 
quirement is that the apical nodes of the axilla 
must be shown to be free of disease. The general 
impression created by his writing is that ex- 
tremely few cases are found suitable for an Ur- 
ban operation. 

R. S. Handley has recently reported on a series 
of 57 cases treated by what he terms an “ex- 
tended radical mastectomy” or “a rational radical 
mastectomy” where the internal mammary chain 
is excised as a therapeutic rather than a diagnos- 
tic procedure. His technique differs from Urban’s 
in that the pectoralis major muscle is not re- 
moved. He, like Haagensen, only removes the 
chain if the node in the first interspace is shown 
to be free of disease. 

As shown in Table II, the majority of cases 
with positive nodes in our series have been sub- 
jected to a simple mastectomy. The feeling 
amongst the surgeons responsible for these cases 
has been that irradiation could probably be ad- 
ministered more effectively if the main breast 
mass had been removed. This plan of therapy is 
not unlike that used by McWhirter. 


SUMMARY AND CONCLUSIONS 


The role of internal mammary lymph node 
biopsy in this series is that of a diagnostic proced- 
ure which should have its chief value in central 
and medial malignant tumours of the breast. 
Even in cases of lateral lesions with axillary 
nodes involved a significant percentage will have 
involvement of the internal mammary chain. 
With very few exceptions, patients with spread 
to the internal mammary chain are beyond the 
stage where a surgical cure is possible. There 
would seem to be no place for a Halsted radical 
mastectomy in these cases. Whether the operator 
chooses to do a simple amputation or rely en- 
tirely on irradiation would seem to be largely 
a matter of individual preference. Support for 
both plans can be found in the literature. 

In conclusion then, the value of internal mam- 
mary node biopsy in the treatment of breast 
carcinoma is that it increases the exactitude of 
the criteria of operability and thereby eliminates 
a proportion of unnecessarily radical surgery. 
The procedure requires a minimal increase in 
operating time and involves no special facilities 
or skill. Its use seems warranted as an adjunct 
to better surgical case selection. 
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RESUME 


Le réle de la biopsie des ganglions de la chaine mam- 
maire interne est celui d’un procédé diagnostique dont 
Y'importance porte sur les cancers de la partie centrale 
et médiane du sein. Une bonne proportion des lésions 
laté:ales avec invasion des ganglions axillaires montrent 
aussi une adénopathie mammaire interne. A peu d’excep- 
tion prés, les malades dont la chaine mammaire interne 
est prise ont passé le stade de la guérison chirurgicale; 
intervention de Halstead ne s’applique plus 4 elles. Le 
choix entre une amputation simple et la roentgenthérapie 
nest plus qu’une question de préférence individuelle. 
Chacune de ces méthodes posséde ses défenseurs. 

Il appert donc que la valeur de la biopsie ganglion- 
naire de la chaine mammaire interne réside en une plus 
grande précision des critéres d’opérabilité et quelle 
permet d’éviter un certain nombre d’interventions radi- 
cales inutiles. Le procédé n’allonge la durée de l’opéra- 
tion que d’un temps négligeable, et n’exige aucun en- 
trainement ou accessoire particulier. Sa mise en pratique 
semble justifiée comme moyen d’améliorer le choix des 
cas chirurgicaux. 





INTRA-EPITHELIAL CARCINOMA 
OF THE CERVIX, 214 CASES, 
WITH EMPHASIS ON 
INVESTIGATION BY CYTOLOGY 
AND CONE BIOPSY* 


H. K. FIDLER, M.D.,t D. A. BOYES, M.D.+ 
and D. R. LOCK, M.T.(A.S.C.P.),§ 
Vancouver, B.C. 


IT Is THE PURPOSE of this paper to present our 
experience in a relatively large cytological screen- 
ing program for carcinoma of the uterus, carried 
out over a seven-year period. Particular empha- 
sis will be placed upon the histopathological 
investigation of cases with suspicious or positive 
cytological findings. The careful study of ade- 
quate biopsy material permits the pathologist to 
assume a major role in the orderly investigation 
and management of current cases, and provides 
for the accumulation of exact data which will be 
useful: in assessing more precisely the impor- 
tance of the lesion in years to come. We would 
also like to make the point that careful study 


*From the Departments of Pathology and Gynecology, 
University of British Columbia, and the Vancouver Gen- 
eral Hospital. This work was supported by grants from 
the B.C. Division of the Canadian Cancer Society. 
¢Clinical Professor of Pathology and Director of Labora- 
tories. 

tFellow in Cytology. 
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of the cold-knife wide-cone biopsy is the most 
important single phase in the investigation and 
evaluation of those cases with positive or sus- 
picious cervical cytological findings. 

Pathologists, practically without exception, 
agree now that carcinoma in its earliest form 
must be pre-invasive. However, the diagnosis of 
intra-epithelial carcinoma rests upon criteria 
that qualitatively and quantitatively are not ab- 
solute and leave considerable scope for differ- 
ence of opinion in their interpretation. Despite 
this disagreement, particularly in borderline 
cases, the majority of these early lesions exhibit 
fairly acceptable and uniform morphological 
criteria upon which to base a histological diag- 
nosis. 

Because intra-epithelial carcinoma of the cer- 
vix has few features to distinguish it clinically, 
it is only since cytological examination of cer- 
vical smears has become prevalent that an ever 
increasing number of these early lesions have 
been uncovered. The exhaustive studies of this 
particular lesion have already provided valuable 
information regarding the evolution of carcin- 
oma in general. The vagaries of the progression 
of this lesion into invasive carcinoma in some 
cases, and the observation of a stationary period 
or possibly actual regression in others, pose prob- 
lems which require much more observation be- 
fore conclusions can be drawn. 








MATERIAL AND METHODS 


The material herein reported was gathered 
in the Cytology Laboratory of the Vancouver 
General Hospital, housed in the British Colum- 
bia Cancer Institute. This laboratory was 
originally set up under a grant from the British 
Columbia Division of the Canadian Cancer So- 
ciety with the idea of gaining experience and 
assessing cytological methods in the early diag- 
nosis of cancer. Before any work began, two 
pathologists received training in established cy- 
tology centres. Following this, a technician and 
a Fellow M.D. were added. During the 15 
months running-in period, the gynecological 
material amounted to the investigation of 904 
women from the British Columbia Cancer In- 
stitute, the Women’s Clinic of the Vancouver 
General Hospital, and the offices of a few gyne- 
cologists on the staff of the Vancouver General 
Hospital. These cases were carefully studied 
cytologically and, where indicated, by tissue ex- 
amination. Following this experience, the labor- 
atory was opened for more general use and now 
receives material of all types from all parts of 
the province. The laboratory is financed almost 
entirely by federal and provincial government 
funds, on a cost basis, at no charge to the pa- 
tient. 

At present the staff consists of one patholo- 
gist, one gynecologist, three cyto-technicians, 
one tissue technician, one stenographer and two 
record clerks. About 10% of the technician- 
screened material is seen by the pathologist. 
This comprises all smears considered as positive 
or suspicious and a certain number of the atyp- 
ical but presumably benign smears. Those cases 
diagnosed as positive or suspicious are followed 
up until biopsy material is obtained. All negative 
cases are followed up for one year after the 
examination. This follow-up service, which we 
consider an absolute necessity to maintain qual- 
ity of work, now necessitates the mailing of 1000 
to 1200 follow-up requests per month. The re- 
sponse of contributing physicians has been good; 
there is adequate follow-up information at the 
end of a year on 96% of positive and suspicious 
cases being followed through to a specific diag- 
nosis and 79% of negative cases. 

Table I shows the results obtained during the 
seven-year period. In the 15-month running-in 
period during 1949 and 1950, when a more select 
group of patients often with signs and symptoms 
of cervical disease were examined, the percen- 
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TABLE I.—Cervicat Cytoioey, 1949 - 1956 
Tora Cases 41,364; Tora, Examinations 51,714 











Intra- 
Cases Invasive epithelial 
Year screened carcinoma’ carcinoma 
RED 8 Acer ae 904 52 (5.6%) 9 (1.0%) 
MR Sy 07, Sx a alate 2197 84 (3.8%) 19 (0.9%) 
SRE aise enc ha 4140 68 (1.6%) 30 (0.7%) 
a ee ee 5504 91 (1.6%) 26 (0.5%) 
RRMA t ction or, Sire 8848 93 (1.0%) 38 (0.4%) 
PS sc chock eee ae 11,707 85 (0.7%) 51 (0.4%) 
RR obi Nereis Aaa, 8064 39 (0.5%) 41 (0.5%) 
January - July 
Totals......... 41,864 512 (1.2%) 214 (0.5%) 


tage of invasive and intra-epithelial carcinoma 
was relatively high. The drop in percentage in 
subsequent years is due to the increased screen- 
ing of symptom-free women. The over-all figure 
of 214 cases of intra-epithelial carcinoma of the 
cervix in 41,364 women, a prevalence rate of 5.1 
per 1000, is a figure close to that found in other 
large and reliable screening projects, and sup- 
ports our belief that the line of separation we 
have chosen between malignant and benign dys- 
plastic lesions has been drawn at about the same 
level as in these other projects. Furthermore, it 
is interesting to note that the figure closely 
approximates that of 0.436% computed by Dunn 
as the theoretical prevalence of intra-epithelial 
carcinoma of the cervix.* 

From 1949 to 1954 inclusive 21,593 cases had 
been interpreted cytologically. At least one-year 
follow-up information on these cases permits the 
following statistics. Of 602 cases interpreted as 
positive cytologically, 43 or 7.1% proved to be 
benign or “false positive”. Of the 271 cases inter- 
preted as suspicious, 42.4% were proven benign 
and 57.6% malignant. A total of 94 negative 
interpretations were proven false. Of these, 36 
were squamous-cell carcinomas representing 
6.5% of the 554 cases of confirmed squamous- 
cell carcinomas in this period. Fifty-eight of the 
false negative cases were adenocarcinomas, 
mostly of endometrial origin, representing 36.7% 
of the 158 cases of confirmed adenocarcinoma. 

Fig. 1 illustrates the age distribution of intra- 
epithelial and invasive carcinoma of the cervix. 
In 214 patients with intra-epithelial carcinoma, 
the average age was 43.1 years and the mode 
was 38 years. In 512 patients with invasive car- 
cinoma examined in the laboratory during the 
same period, the average age was 9.3 years 
greater (52.4 years) and the mode was 9.7 years 
greater (48 years). 
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It appears to us that the 
modes and means shown here p> 
and in other series may be a 
result of the large number of 70 
women in these age groups 


being examined. It may well be — 
that older and younger age & 
groups show equal propensities lag 
for developing intra-epithelial Sho 
carcinoma — this will become 8 
known when larger groups are bso 


screened and age specific preva- 
lence rates are determined. ” 
In Table II the signs and 


10 
symptoms in the 214 cases of 
intra-epithelial carcinoma of 
cervix are shown. In about one- 48° Srurs 


third of the cases the cervix 
appeared entirely healthy and 
there were no signs and symp- 
toms referable to the cervix. In 


TABLE II.—PrReEsENTING SIGNs AND SYMPTOMS IN 
214 Cases or INTRA-EpPITHELIAL CARCINOMA OF CERVIX 





No signs or symptoms................. 31% (68 cases) 
Cervicitis and/or erosion............... 34% 
Menometrorrhagia...................-. 23% 
pT EE RES Oe eee 10.7% 
Postmenopausal bleeding............... 10.3% 
Postooital spotting. ...............566. 3.7% 
el ean aa hid BR 5 ea Shia eV aie ened oaks 6.7 

I Finn ds oes ed kes er teeans 8.8% (19 cases) 


the remaining patients the signs and symptoms 
were mainly nonspecific, and likely represent the 
type of complaints noted in any group of women 
going through a doctor’s office. 


CYTOLOGICAL INVESTIGATION 


The great majority of intra-epithelial carcin- 
omas are suspected because of positive or sus- 
picious cytological smears. We use a modified 
Papanicolaou classification, and the results of 
cytology in our 214 cases are summarized in 
Table III. We believe that the Class III “suspi- 


TABLE III.—Cytrotoaicat CuiassiFICATION oF 214 
Casks OF INTRA-EPITHELIAL CARCINOMA OF CERVIX 


Negative (Class I and II).........:........ 5 cases 
PO CENA TI So nods os b's bn bees bw ke . 44 cases 
Positive (Class IV and V).................. 165 cases 


cious” group is a classification fully justified and 
we do not hesitate to leave cases in this group. 
We feel convinced that it is unwise to attempt 
to limit the classification simply to benign and 
malignant. Every pathologist knows that in the 
histological interpretation of cervical lesions 
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Fig. 1.—Age distribution of intra-epithelial and invasive carcinoma. 


there are borderline dysplastic benign lesions of 
a suspicious nature. These, as well as definite 
intra-epithelial carcinomas, exfoliate cells some- 
times almost indistinguishable in the smear. 
Only an adequate biopsy can differentiate be- 
tween the two. We accept cytology strictly as a 
screening process aimed to select a group of 
women having a high likelihood of carcinoma 
and do not feel unduly embarrassed in finding 
that 42.4% of our cases classified as suspicious 
cytologically have been found free of carcinoma 
on biopsy. 

After a positive or suspicious cervical smear 
has been repeated to establish certainty of the 
cytological classification, the proper investiga- 
tion and management of the case requires the 
closest co-operation and understanding between 
the pathologist and the clinician, preferably a 
gynecologist. The patient’s interests are best 
served if an orderly, unhurried regimen of in- 
vestigation is carried through. 


Tue Bropsy 


Because we feel that the clinician should use 
cervical cytology only as a screening test, we 
practically never use the Class V interpretation 
of “cells conclusive of malignancy”. Practically 
every positive cytological diagnosis is made con- 
tingent on proof by biopsy. 

The type of biopsy we advise depends upon 
whether invasive or intra-epithelial carcinoma is 
suspected. The smear alone often has features 
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of value in distinguishing between these two 
lesions’ and taken in conjunction with the clin- 
ical appearance of the cervix should determine 
the type of biopsy. We advise a single bite bi- 
opsy of any lesion suspicious of frank carcinoma. 
If no target lesion is present, we consider a cone 
biopsy superior by far to single or multiple bites. 

The specific advantages of the cone biopsy 
are only achieved if there is meticulous care by 
the gynecologist in performing the biopsy and 
by the pathologist in examining it. The gynzcol- 
ogist must treat the cervix gently while taking 
the biopsy. He must refrain from scrubbing or 
cleansing the cervix, because the lesion is fragile 
and its presence may be rendered unrecogniz- 
able by rough handling. Cautery must be 
avoided. The cone should include a good rim 
of portio and extend half-way up the cervical 
canal. The 12 o'clock position should be marked 
with a suture to orientate the specimen for the 
pathologist. After removal of the cone, a frac- 
tional curettage of the cervical canal and then 
of the endometrial cavity completes the pro- 
cedure. 

In the laboratory, it is our practice first to 
mark the fresh cut surfaces of the cone with 1% 
silver nitrate, thus providing a landmark in the 
sections to aid determining whether removal of 
the lesion has been complete. The cone is then 
slit longitudinally in the 12 o'clock position, 
gently spread open and fixed for 12-24 hours in 
10% formol-saline. Serial blocks are then cut 
and labelled in a clockwise fashion. Two slides 
are cut from each block. If frank invasive car- 
cinoma is found in any block, the examination is 
not carried further. If no malignant lesion or 
only non-invasive carcinoma is found, each 
block is step-serially sectioned, 8-10 sections 
being taken at intervals through the block. This 
usually results in 120-150 slides. The points of 
information noted in this full examination are: 

(a) percentage of circumferential involvement, 

(b) extension superficially or deeply into race- 

mose glands, 

(c) invasive foci, 

(d) completeness of removal. 

Whereas the first two points are of interest but 
probably of little practical value, the last two 
points are of considerable importance. The pres- 
ence of invasive foci may modify subsequent 
treatment, as may the knowledge that the biopsy 
has completely or incompletely removed the 
lesion. It is only by a thorough and painstaking 
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examination of the cone in the manner described 
that such reliable information may be obtained. 
We believe that multiple bite biopsies cannot be 
relied upon to give this information. 


TABLE IV.—Types or INVESTIGATION FOR DEFINITIVE 
D1AGNosIs IN 214 Cases or INTRA-EPITHELIAL CARCINOMA 





or CERVIX 
Bite biopsy only—single..................... 10 cases 
5 wav ovine xcarnreds 56 cases 
Bite followed by cone biopsy................. 45 cases 
Cone biopsy and cervical amputation......... 97 cases 
SOI GOI a. knw ia ven ka dc eneips resets 6 cases 


(no prior confirmation of cytology) 


Table IV shows the manner in which the cases 
herein reported were investigated after initial 
cytological studies. 


TABLE V.—Sovurce or MATERIAL IN INTRA-EPITHELIAL 








CARCINOMA 

General Gyneco- Gynecology 

practice* logist clinict Total 
Smears..... 90 76 48 214 
Bite biopsy . 41 35 35 111 
Cone biopsy 25 87 30 142 
Hysterec- 

tomies.. . 21 91 20 132 





*Including all practitioners other than gynecologists 
and obstetricians. 

tWomz:zn’s Clinic (free), Vancouver General Hospital, 
British Columbia Cancer Institute. 


Table V shows that the majority of the cytol- 
ogy smears came from general practitioners, 
while most of the major surgery was done by 
gynecologists. 


AGE PREVALENCE SUGGESTING PROGRESSION 
OF INTRA-EPITHELIAL TO INVASIVE CARCINOMA 


The results obtained from cone biopsies, mul- 
tiple bite and subsequent hysterectomy speci- 
mens are shown in Fig. 2. 

This graph has as the abscissa the age groups 
of patients, and as the ordinate the percentage 
of those groups showing the various types of 
involvement. Obviously 100% of cases have sur- 
face involvement, and the varying percentages of 
the other types of involvement are illustrated. 
In each 10-year age group from 20 to 80, the 
percentage of cases with only surface epithelial 
involvement remains fairly constant at about 
10%. All the remainder have some degree of 
extension down into the mucous glands of the 
endocervix. Deep gland extension, interpreted 
as involving more than 50% of the depth of 
glands, rose from 15% of cases in the third 
decade to 75% in the seventh. The incidence 
of cases with definite microscopic foci of stromal 
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invasion rose from 8% in the 
third decade to 25% in the 
seventh. The fall-off in gland 
invasion and invasive foci seen 
in the eighth decade is not 
thought to be statistically signifi- 
cant, since the total cases 
numbered only 10. 

This graph suggests a concept 
of progression and evolution of 
intra-epithelial into invasive car- 
cinoma. Furthermore, it is noted 
that, while the average age for 
intra-epithelial carcinoma in our 
series is 43.1 years, those cases 
with only surface and _ super- 
ficial gland involvement aver- 
aged three years younger, those K 
with invasive foci three years 
older, and deep gland extension 
four years older than the mean. 
The average age for frank in- 
vasive carcinoma was 9.7 years 
older than the average age for 
intra-epithelial carcinoma. These 
figures, together with the fact 
that 10.3% of our cases of intra- 
epithelial carcinoma had definite 
microscopic foci of invasion, we 
take as significant in suggesting a progression 
of the lesion to clinical invasive carcinoma. 


PREDICTION OF COMPLETENESS OF REMOVAL 
FROM EXAMINATION OF THE CoNE BIOpPsy 


Since conservative treatment is desirable, par- 
ticularly in a young woman still wishing a fam- 
ily, we are interested in knowing what degree 
of accuracy could be obtained in estimating the 
completeness of removal in an adequately ex- 
amined cone biopsy. Not all cones are satisfac- 
tory for this purpose. Furthermore, the number 
of cases that can be used is restricted to those 
with satisfactory cones in which hysterectomy 
has been the definitive treatment and in which 
it has been possible to study serial blocks or 
preferably step-serial sections of all the cervical 
tissue. This is a sizable job because the tissue for 
study is much larger than the cone, and in most 
instances from 20 to 40 blocks must be cut. There 
were 40 cases that met the requirements for 
this investigation. In 20 cases it was predicted 
from the cone that the lesion had been com- 
pletely removed. This prediction was confirmed 
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41-50 71-380 


51-60 
Age Groups of Patients 


31-40 61-70 


Surface V/A Superficial gland 
involvement Wi extension 

Deep gland Questionable invasive 
extension foci 


2 Definite invasive foci 


Fig. 2.—Gland extension and invasive foci as related to age of patient. 


in every instance by serial blocks in 13 cases 
and step-serial sections in seven cases. In 20 
cases it was predicted that removal was incom- 
plete. Hysterectomy confirmed the prediction in 
13 cases, but in seven no further disease was 
found. The nine cases in this group that were 
step-serially sectioned, however, showed only 
one discrepancy in the prediction. 

Therefore, we believe that with careful exam- 
ination of an adequate cone, one can approach 
100% accuracy in predicting complete removal 
of the lesion. In this group of young women we 
can be confident in advising the most conserva- 
tive treatment which will allow child-bearing, 
provided that the patient is kept under observa- 
tion and repeated cytological examinations are 
carried out. 

Residual foci in the hysterectomy specimen 
were found in the endocervical canal in 13 cases, 
and in the squamous epithelium of the portio in 
nine cases. In one of these nine, the residual 
disease extended out into the vaginal cuff to the 
line of excision, indicating incomplete removal. 
The patient has subsequently had vaginectomy 








performed, and extensive intra-epithelial carcin- 
oma was found extending to the vaginal mucosa. 
Not included in this series were two cases of 
intra-epithelial carcinoma of the vault found in 
smears taken some time after hysterectomy. 
These three cases are important, for they point 
up other aspects of this disease to both clinician 
and pathologist. The clinician should in all cases 
use some test such as Schillers’® to determine 
the extent of vaginal cuff to be excised when 
hysterectomy is to be the treatment. He should 
also follow up all his treated cases with repeated 
cytological smears. To the pathologist, these 
cases demonstrate the necessity for examining 
thoroughly the vaginal cuff as well as the cervix 
itself in hysterectomy specimens. 


TREATMENT 


It would appear, on the basis of this study 
and others, that a rational program of manage- 
ment can be formulated on the basis of a proper 
pathological and clinical assessment. We believe 
that the following methods of treatment are 
reasonable with our present knowledge. 

In the 20-40 year age group, where a family 
is desired, excision of an adequate cone that 
appears to have removed the entire lesion may 
be sufficient. These patients must be followed 
up by cytology smears for an indefinite period; 
probably yearly intervals would suffice. Where 
the cone examination suggests incomplete re- 
moval, a total hysterectomy should be done, pre- 
serving the ovaries. 

Although our experience suggests that we can 
predict with some accuracy the completeness of 
removal, when given adequate material, the 
natural history of the disease is not well enough 
understood for us to be completely complacent 
about the future of these people. The desire to 
tell the patient that all is well and ever will be, 
must be conscientiously avoided. 

The premenopausal group, who are not de- 
sirous of more children, are likely best treated 
by total hysterectomy, although many of these 
could be followed cytologically after adequate 
cone removal. 

The postmenopausal group presents few prob- 
lems, most being subjected to hysterectomy 
following cone biopsy. A discussion of the value 
of preserving the ovaries or not in this group 
would not be profitable in this paper. In cases 
where surgery is not desirable or desired, radia- 
tion is an acceptable alternative. 
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The group of patients with minimal micro- 
scopic invasive foci is by no means small, and 
there does not appear as yet to be an acceptable 
method of treatment. This lesion is neither fish 
nor fowl. It does not fulfil all the criteria of 
stage 1 cervical carcinoma, as it is not seen 
clinically, but it is not a stage 0 lesion, as inva- 
sion is present. We in this centre feel that as 
there is invasion present, the lesion should be 
treated as invasive carcinoma, preferably with 
radium and x-rays; and further, if operation is 
chosen, this should be a radical abdominal hys- 
terectomy with excision of as much parametrium 
as possible and at least the upper third of the 
vagina in addition to removal of pelvic glands. 
In one patient of this type a radical hysterec- 
tomy produced two lymph nodes containing 
metastases. We therefore feel justified in persist- 
ing with this attitude. 

Suspicious or positive cytological findings in 
the pregnant patient do not in our experience 
present the great problem they. were once con- 
sidered to be. We believe that cytological cri- 
teria are essentially the same as in the non- 
pregnant group, and experience has shown us 
that an adequate cone biopsy carries with it no 
great risk of inciting an abortion. Thus the in- 
vestigation is no different in this group than in 
the non-pregnant. Treatment differs from that 
of the non-pregnant 20-40 year age group only 
in that it may be postponed so as to allow the 
infant the maximum opportunity for survival. 
As before, an adequate cone showing complete 
removal of the lesion justifies following up the 
patient indefinitely with cytological examina- 
tions. A Cesarean hysterectomy at term, when 
hysterectomy was indicated, was done most 
often in our series. 


CONCLUSIONS 


The use of routine cytological examinations 
is proving to be a most valuable screening pro- 
cedure. In this series of intra-epithelial carcin- 
oma 31% of patients showed no signs or sym- 
toms. There is another equally important aspect, 
outside the realm of this paper, and that is the 
occult invasive carcinomas picked up by this 
means. | 

Since pathologists in general accept the con- 
cept of intra-epithelial carcinoma, we urge that 
they co-operate as active members of the team 
investigating and managing these lesions, par- 
ticularly as they pertain to the cervix. The 
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clinicians must rely upon the pathologist, not 
only for the diagnosis but also for information 
regarding the extent of involvement and the 
presence of early invasion. The pathologist 
should therefore actively interest himself in 
problems arising out of this diagnosis. 


In particular, the pathologist should insist on. 


having adequate material upon which to reach 
a diagnosis. It would appear that the most im- 
portant point arising from this study is the 
worthiness of a cold-knife wide-cone biopsy for 
investigation of suspicious and positive cytology. 
A properly taken and well examined specimen 
has the following advantages: The pathologist 
may be able to decide whether or not residual 
disease has been left in the uterus, and he is 
able to search thoroughly for invasive foci and 
to study the extent of gland and circumferential 
involvement, and is not likely to miss lesions 
where only a small part of the cervix is involved. 
With careful sectioning and examination of the 
tissue, many women will be spared more ex- 
tensive procedures for treating this disease. 


SUMMARY 


1. Two hundred and fourteen cases of intra- 
epithelial carcinoma discovered during the 
period 1949-1956 are analyzed. 

2. There were 41,364 cases examined during 
this period, a rate of 5.1 per thousand for intra- 
epithelial carcinoma. 

53. The mean age of the patients concerned 
was 43.1 years and the mode 38 years. For 
invasive carcinomas diagnosed during _ this 
period, the mean age was 52.4 years and the 
mode 48 years. 

4. We believe that a carefully taken, meticu- 
lously examined cone biopsy is the most im- 
portant aspect of the investigation of cases with 
suspicious and positive cervical cytology. 

5. It appears that prediction of complete re- 
moval of the lesion in the cone can be fairly 
accurate if sufficient care is taken. 

6. The incidence of deep gland invasion and 
microscopic invasive foci increases with increas- 
ing age. 

7. Emphasis is placed on following up, by 
cytological examinations, all patients regardless 
of treatment, once the diagnosis of intra-epi- 
thelial carcinoma has been confirmed. 

Grateful acknowledgment is made to Dr. A. M. Evans, 


Director of the British Columbia Cancer Institute, for 
providing the necessary laboratory accommodation. 
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RESUME 


L’emploi de routine de l’examen cytologique s’avére 
un précieux moyen de deépistage des lésions cancé- 
reuses, Trente-et-un pour-cent des malades de cette série 
de 214 cas de cancers intra-épithéliaux ne montraient 
aucun signe ou symptéme. Un autre aspect important de 
cette méthode réside en la découverte des lésions 
d’envahissement. Comme le concept du carcinome intra- 
épithélial est maintenant accepté par les anatomopatho- 
logistes (ou en a relevé 5.1 cas par 1000), auteur les 
invite 4 offrir leur collaboration a l’équipe chargée de 
la recherche et du traitement de ces lésions, en particu- 
lier, celles du col. Le clinicien doit se fier au patho- 
logiste non seulement pour le diagnostic de la lésion, 
mais aussi pour en connaitre Vétendue. Le pathologiste 
aurait intérét lui aussi a suivre le cas de prés. Il ne 
peut le faire 4 moins d’avoir. un échantillon de tissu 
suffisant pour arriver 4 un diagnostic. Il importe donc 
de procéder 4 une biopsie par évidemment conoide du 
col, au bistouri. Un bon prélévement offre les avantages 
suivants: il permet au pathologiste de déterminer si 
Yutérus est libre de toute atteinte ou sil existe des 
foyers d'invasion par extension directe; il permet 
dévaluer l’état de Il’atteinte glandulaire et circonfér- 
entielle, ainsi que le dépistage des lésions n’intéressant 
qu'une petite partie du col. Grace 4 un examen attentif 
de coupes satisfaisantes, plusieurs patientes se verront 
épargner les affres de la grande chirurgie dans le traite- 
ment de cette affection. 





GALL-STONE ILEUS 


“The subjects of gall-stone ileus are in our experience 
nearly all obese elderly women who have had either 
no previous gall-bladder trouble or admit to dyspepsia 
only after close questioning. A history of jaundice is 
rare. A few are diabetics and they may, in view of their 
age, have organic heart disease. . 

“In view of the uncertainties. associated with the 
diagnosis and the spontaneous improvements which 
occur as the stone moves along the small intestine, 
there is a tendency in elderly subjects to adopt con- 
servative treatment with intravenous fluids and gastric 
suction or Miller-Abbott tube. The diminution of the 
amount of fluid aspirated may lead to the false belief 
that the obstruction has been relieved. This is parti- 
cularly the case when the patient has been operated 
upon previously and the possibility of an obstruction 
by a band is entertained. 

“As a result there is further delay in deciding to 
operate, and, when a decision is finally reached, the 
patient is liable to be in a poor condition.”—J. G. Brockis 
and M. C. Gilbert, Brit. J. Surg., 44: 461, 1957. 
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THE SHOULDER-HAND 
SYNDROME: 

HISTORICAL REVIEW WITH 
OBSERVATIONS ON 
SEVENTY-THREE PATIENTS* 


PHILLIP S. ROSEN, M.D.t+ and 
WALLACE GRAHAM, M.D., Toronto 


HistroricAL INTRODUCTION 


SHOULDER-HAND SYNDROME is a term which has 
been applied to a symptom complex comprising 
stiffness or pain in the shoulder associated with 
pain and swelling of the hand, in which trophic 
changes may be apparent. 

The clinical picture was first described by 
Oppenheimer’ in 1938 in a report on 14 patients 
with cervical disc degeneration in whom dys- 
trophic changes occurred in the hand associated 
with pain and stiffness of the shoulder. This 
author believed that the disc degeneration was 
the underlying cause of the dystrophy. A com- 
parable clinical syndrome was described by 
Johnson? in 1943, under the term post-infarction 
sclerodactylia, in a group of 39 patients who 
manifested symptoms of pain, stiffness and swell- 
ing of the hands following myocardial infarction. 
There was initially a non-pitting oedema of the 
hand which often progressed until the skin be- 
came smooth and tight, with erythema and cya- 
nosis. As the condition progressed, dystrophic 
changes occurred in the skin with thickening of 
the palmar fascia. Osteoporosis of the bones of 
the hand was a constant finding in the advanced 
state. Pain with stiffness in the shoulder occurred 
in all instances, but this was felt to be unrelated 
to the sclerodactylia and was attributed to dis- 
use. Similar changes in the shoulder or hand 
occurring after myocardial infarction have been 
reported by other observers,*-* the incidence of 
shoulder involvement varying from 10 to 20%. 
In these reports it was suggested that the shoul- 
der involved was usually on the side of the 
cardiac ischemic pain. 

In 1947, Steinbrocker'® reviewed the literature 
and described the syndrome in detail. He intro- 
duced the term shoulder-hand syndrome; under 
this heading he included the groups mentioned 
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above and suggested that they represented vary- 
ing degrees of reflex sympathetic dystrophy and 
neurovascular response observed at different 
stages. Steinbrocker divided the course of the 
syndrome into three main stages according to 
their clinical manifestations: 

Stage 1. This stage, lasting three weeks to six 
months, is characterized by a painful shoulder 
with swelling and pain and stiffness in the hands 
and fingers. It may begin in the hand or shoulder 
and involve one or both upper extremities. There 


--is diffuse swelling of the fingers and hands with 


limitation of finger movement but with little 
pitting oedema. The skin becomes smooth and 
may exhibit trophic changes, with desquamation 
in some cases. The hand may be dusky pink, 
pale or cyanosed. 

Stage 2. This might last from three to six 
months. It is characterized by a gradual lessen- 
ing of shoulder pain with resolution of the swell- 
ing of the hands. The hands become increasingly 
stiff with flexion deformity of the fingers, atrophy 
of subcutaneous tissues and wasting of small 
muscles. Early trophic skin changes may be 
noted with a thickening of the palmar fascia. 
Some patchy osteoporosis is often demonstrable. 

Stage 3. This stage may last many months. It 
is characterized by a smooth, glossy skin with 
trophic changes and atrophy of subcutaneous 
tissues. The hand becomes atrophic with a 
thickened palmar fascia and Dupuytren-like con- 
tracture. Osteoporosis is usually marked. 

MacLean and Stranks’” 1! suggested a slightly 
different sequence of events in the clinical 
course. The initial complaint in the hands of 
their patients was stiffness which always pre- 
ceded the swelling. The pain might be localized 
at first but tended to spread throughout the 
hand. 

Steinbrocker,® in a study of 42 cases of reflex 
dystrophy of the upper extremity, found that 36 
of these patients presented the shoulder-hand 
syndrome due to the following causes or associ- 
ated factors: 

A. Idiopathic 

B. Peripheral Lesions 

1, Trauma and suppuration of the extremity 
(Sudeck’s atrophy, causalgia, post-trau- 
matic osteoporosis, acute bone atrophy ). 

2. Vascular disease (thrombophlebitis, dif- 
fuse vasculitis, periarteritis nodosa). 

3. Intraforaminal osteoarthritis of the cervi- 
cal spine (Oppenheimer ). 
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4. Cardiac disease—post-infarctional. 

5. Other thoracic diseases ( post-pneumonic, 
etc). 

6. Nodular panniculitis (Weber-Christian ). 

C. Lesions of Cord and Ganglia 

1. Herpes zoster. 
2. Diffuse vasculitis? 
D. Higher Lesions 
1. Cerebral lesions (hemiplegia). 

The age and sex incidence varied with the 
preciptating factors; for example, following cor- 
onary thrombosis the age and sex distribution 
was the same as in that condition.’” 

A search for the pathogenesis of shoulder-hand 
syndrome has provoked a wide variety of hypo- 
theses. In discussing causalgia, de Takats’ ** 
postulated that noxious stimuli might produce 
an axon reflex which could result in vasodilata- 
tion with resultant increased blood flow to the ex- 
tremity. He further conjectured that stimulation 
of dorsal root fibres, by producing a painful vaso- 
dilator substance, could create a_ peripheral 
aneesthesia. 

Oppenheimer’ believed that the swollen atro- 
phic hand found in association with cervical 
disc degeneration was the result of direct pres- 
sure on nerve roots. In his cases the syndrome 
occurred on the same side as the hypertrophic 
bony changes. He made no attempt to explain 
the lack of motor and sensory findings. 

Boas,* Johnson? and Hilker’ in discussing the 
shoulder and hand changes following myocardial 
infarction felt that the entire syndrome might be 
based on the occurrence of tissue anoxia. Boas 
believed that the shoulder pain represented car- 
diac efferent impulses which were not of suffici- 
ent intensity to produce angina. Johnson sug- 
gested that the factors responsible for the produc- 
tion of local changes in the hands and fingers 
were: (1) vasoconstriction of the peripheral 
arteries of the hands resulting from the cardiac 
pain; (2) pre-existing arteriosclerotic narrowing 
of the vessels of the hands; (3) anoxemia of 
varying duration and intensity resulting from 
the myocardial infarction. 

Most observers make use of the concept of 
Lorente de No” that afferent stimuli enter the 
cord and travel up and down in the internun- 
cial pool of neurons. Evans'’*» has suggested 
that a prolonged bombardment of pain impulses 
sets up a vicious circle of reflexes spreading 
through the pool of internuncial neurons, up, 
down and even across the cord. In this circling 
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activity, some of the sympathetic motor neurons 
of the lateral horn which controi vasomotor tone 
and sweat gland mechanism are affected. Spasm 
in the capillaries, by raising pressure, would 
produce oedema. Other impulses passing into 
anterior horn cells might produce pain. Stein- 
brocker'® supported these ideas because of the 
wide variety of precipitating conditions, the in- 
volvement of the sympathetic, parasympathetic 
and motor pathways, the lack of segmental distri- 
bution and the therapeutic success from sympa- 
thetic block. 

Askey* observed that the painful shoulder 
in coronary artery disease was not always on 
the side of radiation of anginal pain and postu- 
lated that there must be an underlying arthritis 
which determined the shoulder affected. Kelly’? 
agreed with the suggestion of a pre-existing joint 
lesion and stated that local synovial Jesions in 
the hand and arthritic changes in the wrist and 
small joints of the fingers could explain the 
limited hand movement. 

In patients with anginal pain, Russek*° felt 
that abnormal tension in muscles guarding the 
shoulder might produce the syndrome. 

Others have suggested that the use of the 
shoulder as a weight-bearing joint might be re- 
sponsible for the development of the syndrome 
in patients confined to bed. 

Finally, Young”! postulated that the basic fault 
was a constitutional tendency for fibrous tissue 
deposition and contracture in the capsule of the 
shoulder, the small joints of the hand and the 
palmar fascia. 


TREATMENT 


Many forms of therapy have been employed in 
the management of this condition, including 
shoulder manipulation under anesthesia, stellate 
ganglion block, deep x-ray therapy and steroid 
hormones. In conjunction with these measures, 
a well-planned physiotherapy program usually 
has been employed. 

MacLean and Stranks'® have reported good 
results in the first stage of this syndrome with 
the use of vasodilator drugs such as Priscoline. 
In patients where this method of treatment 
failed and in those in whom the condition had 
progressed to Stage 2, stellate ganglion block 
was employed. In more advanced cases in Stage 
3, cervical sympathectomy was recommended. 

Evans'*@ presented a group of 57 patients 
treated with sympathetic block and sympathec- 
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tomy. Eleven patients were relieved by block 
alone. Twenty-nine were treated by sympathec- 
tomy when block failed and 22 of these were in- 
terpreted as having an adequate result. The relief 
of pain with increased mobility of the shoulder 
and hand was considered an indication of a suc- 
cessful block.?? Single stellate blocks have usually 
been unsuccessful; multiple injections have gen- 
erally been required, the number depending on 
the recurrence of symptoms. Eighteen of 42 
patients who were treated in this manner re- 
covered completely after three or four injections 
repeated at two to seven day intervals.”* 

ACTH, cortisone, hydrocortisone and predni- 
sone have been used with success in the treat- 
ment of the shoulder-hand syndrome. Russek,”° 
using hormone therapy, obtained excellent re- 
sults with early relief of pain in 18 of 17 patients. 
Sigler®* reported excellent results in five of seven 
patients treated with ACTH. More recently, 
Berger®® treated 18 patients by injecting 50 mg. 
of hydrocortisone into tender areas about the 
shoulder and reported good results in all. 

Steinbrocker and associates** compared the 
results of stellate ganglion block with those of 
cortisone therapy in two groups of 14 patients. 
They came to the conclusion that both forms of 
therapy were equally effective but preferred 
stellate block. With either form of treatment, 
patients in Stages 1 and 2 invariably had good 
results in the shoulder while those in Stage 3 
usually had a poor result. With regard to the 
hand, patients in Stage 1 had a good result 
while those in Stages-2 and 3 experienced some 
relief of pain but little improvement in function. 


REPORT OF SEVENTY-THREE CASES 


Material._Seventy-three patients with shoul- 
der-hand syndrome admitted to the wards of the 
Toronto General Hospital and Sunnybrook 
Veterans Hospital have been reviewed. This 
figure gives an imperfect indication of the in- 
cidence of the syndrome in the general popula- 
tion and even in a hospital population; many 
patients in whom the symptoms have not been 
too disabling would not require hospitalization, 
and the syndrome may easily be overlooked or 
not recorded in the presence of other serious 
disease, such as cerebrovascular accident. Rec- 
ognition of the syndrome is undoubtedly more 
difficult in patients disabled ‘with other serious 
disease. : 
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Nineteen of the 73 patients were admitted and 
observed during the 12-month period July 
1954 to June 1955, while the remainder were 
spread over a seven-year period. An attempt was 
made to locate this group of 54 patients for 
re-examination and assessment of their disability. 
Replies to questionnaires concerning their pres- 
ent status were received from 24 patients; eight 
returned for follow-up examination; ten patients 
had died, and 12 could not be traced. 

The average age of the group was 68 years, 


the youngest patient being 31 and the eldest 


80 years of age. Only three patients were under 
45 years of age and two of these developed the 
syndrome following trauma; 10 were under 55 
years of age. 

It is interesting to. consider the associated 
diseases or any special factors that might pos- 
sibly be precipitating influences. These are listed 
in Table I. It is obvious that they constitute a 
heterogeneous group. 

TABLE I.—AssocraTEpD ConDITIONS OF PossIBLE 


ETIOLOGICAL SIGNIFICANCE IN 73 CASES OF 
SHOULDER-HAND SYNDROME 


No. of 
Associated conditions cases 
A. No noticeable associated illness............ 10 
B. Peripheral lesions: 
OR) eR EG hora cco v eure nod ce niamerede Bika a sXe 5 
(b) Severe cervical disc degeneration 
ER ec cniec tba eauh’ tates os 10 
(c) Thoracotomy for tuberculoma.......... 1 


(d) Cardiovascular disease: 
(i) *Recent myocardial infarction 
(within eight weeks).............. 18 
(ii) Old myocardial infarction 
(six months to two years previously) 
(iii) Essential hypertension............ 
(iv) Cor pulmonale (pulmonary fibrosis) . 
(v) Electrocardiographic evidence of 
heart disease but no clear clinical 
TROND OHUINIOIN ss oo okg ore vos 2K SS 
. Lesions of spinal cord: Quadriplegia........ 
. Cerebral lesions: 
Ga OHNE Sr NS MiB Cael eta LM guts 
(b) Cerebrovascular accident: 
OF EEE ere 
(ii) Subarachnoid hemorrhage......... 
(c) Bewere head injury... .......scecccveses 
E. Miscellaneous: 
(a) Prolonged bed rest, for six months or more 
(cirrhosis; diverticulitis)................ 
(b) AbGomnimal GUIMOTY ..... 66 c ccc ccecccces 
(c) Block dissection of the neck............ 
(d) Fractured neck of femur............... 


He o> mt et OD 


BQ 


= 09 


— — pt RD 


*These 18 patients gave histories typical of recent myo- 
cardial infarction. In eight patients the electrocardiograms 
showed significant changes; two patients had normal 
electrocardiograms; in the remainder (four showing bundle 
branch block and four showing auricular fibrillation) the 
electrocardiograms were abnormal but not typical of 
infarction. 


Manifestations.—All of the patients presented 
with shoulder pain, limited shoulder movement 
and inability to fully flex and extend the fingers. 











Canad. M. A. J. 
July 15, 1957, vol. 77 


Diffuse pain in the hand, not limited to the 
joints, was recorded in all but four cases. 

The disability involved the right upper ex- 
tremity in 28 patients and the left in 23, and was 
bilateral in 22 patients. The shoulder was affect- 
ed before the hand in 61 patients, the hand being 
affected first in the remainder. This variability 
was also noted in the 29 patients with associated 
cardiovascular disease; nine had involvement of 
the left shoulder and hand; 10, of the right side; 
and 10 showed bilateral involvement. 

The time interval between the onset of an 
associated condition and the development of 
the lesion was analyzed. The shortest recorded 
was 24 hours, while the longest was four years. 
In the latter patient, traumatic quadriplegia had 
occurred four years before the onset of the 
shoulder-hand syndrome. 

There was great variability in the limitation 
of shoulder movement, but abduction and rota- 
tion were most frequently affected. Twenty-five 
per cent of the patients had no scapulo-humeral 
movement (frozen shoulder). Movements of the 
elbow were not impaired. All but three patients 
had painful limitation of wrist movement. A 
common finding was the presence of cedema, 
usually non-pitting, mainly over the dorsum of 
the hand. There was usually a diffuse thicken- 
ing of the fingers, with pain on pressure over the 
soft tissues. Some degree of subcutaneous 
atrophy was recorded in most patients, being 
more striking in the more advanced cases. A 
feature not commonly stressed was vasomotor in- 
stability. During an examination the affected 
hand might appear pale; with activity the colour 
might change to dusky pink, mottled pink and 
blue or pale again, all within a short time. The 
thickening of the subcutaneous tissues in the 
palm was frequently indistinguishable from early 
or late Dupuytren’s contracture, but not uncom- 
monly the thickening was diffuse, appearing to 
involve the whole palm. In this series, 40 pa- 
tients had varying degrees of palmar thickening; 
no change was recorded in 17 patients, while 
the remainder were reported as having normal 
palms. 

The sedimentation rate was normal in 49 pa- 
tients and elevated (20 to 100 mm. in one hour) 
in 22 patients. In some of these the elevation of 
the sedimentation rate may have been due to 
other associated disease. 

The hands were examined by x-ray in 89 
patients. Osteoporosis was demonstrated in 24 
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and 15 showed no bony abnormality. Absence 
of osteoporosis in no way influenced the diagno- 
sis, as it was usually a late finding; several pa- 
tients had been treated and gained an excellent 
result before they progressed to this stage. 
Treatment and results.—In an attempt to evalu- 
ate the efficacy of various forms of therapy we 
have graded results according to the plan out- 
lined in Table II. Of the 73 patients, 16 received 


TABLE II.—Grapinec or REsUtts oF TREATMENT 





EXcELLENT Total relief of pain. Full range of movement 
in shoulder and hand. 


Relief of pain. Shoulder, hand and wrist 
movements within 80% of normal. Sub- 
cutaneous atrophy and palmar thickening 
may be present. 

Persistence of some pain. Extension and 
flexion of fingers within 50% of normal. Should- 
er movement 50% of normal. Subcutaneous 
atrophy and/or swelling present with palmar 
thickening. 

Non-functional hand, with limited shoulder 
movement. 


Goop 


Fair 


Poor 


no special treatment; 20 were treated with inten- 
sive physiotherapy alone; 15 received ACTH or 
cortisone in addition to routine physical mea- 
sures; seven were subjected to stellate ganglion 
block in addition to routine physiotherapy; of the 
remainder, four were treated with phenylbuta- 
zone, four by shoulder manipulation under gen- 
eral anzesthesia, four by deep x-rays and three 
by local injection of hydrocortisone into tender 
areas about the shoulder. 

In the group of 16 patients receiving no spe- 
cial form of treatment, 12 had a poor result; in 
the other four cases the records were not ade- 
quate for satisfactory assessment. Of the 20 
patients treated with intensive physiotherapy, 
nine had good or excellent results while 11 
failed to respond. The most favourable results 
were observed in the group treated with ACTH 
or cortisone; 10 of the 15 patients had an excel- 
lent or good result. The dosage of cortisone 
varied from 100 to 200 mg. daily over a 14-day 
period, after which it was withdrawn gradually. 
Results of stellate ganglion block were disap- 
pointing. Only one patient had an excellent re- 
sult, and this after six injections. Six patients 
derived little benefit after three to 18 injections. 
Results in the remaining 15 patients treated by 
various other methods were fair to poor. The 
results are summarized in Table III. 

The effect of treatment appeared to be influ- 
enced by the duration of symptoms prior to 
therapy. Of 39 patients treated within three 
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TABLE III.—Resutts or TREATMENT IN 73 CASES OF 
SHOULDER-HAND SYNDROME 





Result 
No.of Excellent Fair 








Treatment cases or good or poor 
No special treatment... ... 16 0 12 

(4 no record) 
Physiotherapy............ 20 11 
ACTH or cortisone........ 15 10 5 
Stellate ganglion block... .. 7 1 6 
crs circeehicuraeaies 15 0 15 


months of the onset of symptoms, 17 had excel- 
lent or good results while 22 had fair or poor 
results. When treatment was begun after more 
than three months had elapsed, only six patients 
achieved an excellent or good result while 24 
had a fair or poor response. Four patients could 
not be assessed. These results are shown in 
Table IV. Thus of the group treated early, about 


TABLE IV.—Dvuration or Symproms Prior To 
TREATMENT AND FINAL RESULT 





Result 
Duration Excellent Good Fair Poor 
1 month or less.......... o 6 10 3 
i to Smoenths::.......«. 4 4 7 2 
o to Gmonths............ 1 2 5 5 
6 months to 1 year...... 0 1 2 1 
Over one year........... 1 1 6 5 


one-half had a good result, and of those treated 
late only one-fifth had a satisfactory result. The 
patients who received stellate ganglion block 
were treated late in the course of their disability, 
which may explain the poor results. The higher 
proportion of good results with stellate block in 
other series might be due to early treatment. 
An attempt was made to assess the subsequent 
course of the 54 patients who had been treated 
prior to June 1954. Ten had died and 12 could 
not be traced. Eight patients returned for re- 
examination and 24 replied to a questionnaire. 
The patients who had been discharged from 
hospital with an excellent response to treatment 
varied in their subsequent course: some had im- 
proved; most showed no change; a few had be- 
come worse. The patients who had shown fair 
or poor results tended to improve slightly: the 


TABLE V.—Fo.iow-UP Stupy or 32 Cases 





Result after 2 to 6 years 


Result prior to discharge Excellent Good Fair Poor 





WOUND side ss iS wd Ks 5 0 0 1 

BI i ee yh Sn eS actos 2 3 2 1 
Sey ee cone reerreer creas 1 1 5 0 
eR Ser reer eee 2 z 5 2 
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shoulder pain had lessened but they seldom re- 
gained a functional hand. The information ob- 
tained from this follow-up study is summarized 
in Table V. 


OBSERVATIONS AND DISCUSSION 


The shoulder-hand syndrome occurs in associ- 
ation with a wide variety of disorders. Some of 
these are relatively minor in nature and not 
sufficiently serious to require hospjtalization. For 
this reason the true incidence of the syndrome 


“is not represented in any hospital series. Over 


one-third of our patients with shoulder-hand 
syndrome (29 of 73) had cardiovascular disease. 
Eighteen of the 29 had suffered myocardial in- 
farction within eight weeks of admission. This, 
however, represented only a small group of the 
patients treated for infarction in the two hospi- 
tals, where patients with cardiovascular disease 
comprise about one-third of the total hospital 
admissions. 

Thirteen patients had a lesion of the central 
nervous system, but it is probable that this figure 
underestimates the true incidence in this group 
as the shoulder-hand syndrome is often seen in 
association with hemiplegia. 

Relatively few developed the syndrome fol- 
lowing trauma, and in none was it associated 
with infection. In 10 cases there was no apparent 
associated disease. 

It appears that many unrelated conditions may 
be associated with the development of the 
shoulder-hand syndrome with no single feature 
common to all. Tissue anoxia with resulting 
hypotension, while a factor in a few, is not pres- 
ent in most patients. Many patients (over 25%) 
developed the syndrome with no antecedent his- 
tory of pain. Though pain may perpetuate the 
syndrome once established, it is not likely the 
initiating factor. Pressure on nerve roots might 
explain the origin in some cases of severe de- 
generative disc disease in the cervical spine. The 
absence of palmar fascial thickening and perma- 
nent limitation of shoulder movement in many 
cases tends to weaken the theory that the syn- 
drome is a result of constitutional fibrous dys- 
plasia. 

The basic nature of the process in the shoulder 
and hand remains unknown but findings suggest 
that the basic reaction occurs in the connective 
tissues of the shoulder, hand and, occasionally, 
the lower extremity. In some respects this might 
be compared to rheumatoid arthritis and other 
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collagen diseases where there appears to be an 
abnormal connective tissue reaction to unknown 
factors. We have been unable to obtain conclu- 
sive evidence for or against the idea that abnor- 
mal stimuli arising in sympathetic nerve fibres 
might initiate the chain of reactions in the con- 
nective tissues. 


Interest in this lesion of the shoulder and hand 
should not detract from a similar train of events 
which may occur in other areas. One patient, 11 
years of age, presented an analogous clinical pic- 
ture in the left hip and foot after a minor fall. 
In two other patients an identical picture de- 
veloped in the lower extremity following in- 
jury, and a similar lesion has been frequently 
observed after application of plaster casts. The 
symptoms in such cases are often attributed to 
“arthritis”; much valuable time may be lost be- 
cause of failure to recognize the true nature of 
the lesion. i 


SUMMARY 


A study of 73 patients with shoulder-hand 
syndrome is presented. The pathogenesis of the 
condition remains unknown, but prompt recog- 
nition and institution of therapy may prevent 
needless disability in many cases. The average 
age of the group was 63 years. Approximately 
40% of the cases were associated with cardio- 
vascular disease, most commonly myocardial 
infarction. In the remainder, associated diseases 
varied widely. There was an equal incidence of 
left-sided, right-sided and bilateral involvement. 
Predominance of left-sided lesions, suggested by 
others, was not found in this series. 

The essential diagnostic features of the con- 
dition are pain and limitation of shoulder move- 
ment with swelling and tenderness of the hand 
and inability to fully flex or extend the fingers. 
Osteoporosis of the hand was found in over 
two-thirds of the patients examined and may be 
an indication of the severity and duration of 
symptoms. 

Early recognition is important, for results are 
poor if treatment is long delayed. No form of 
treatment is entirely satisfactory, but the use of 
cortisone and ACTH in addition to judicious rest 
with early passive and increasing active move- 
ment gave the best results. 
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Cet article porte sur l’étude de 73 cas du syndrome 
épaule-main. La pathogénie de cette affection demeure 
inconnue mais un diagnostic posé dés l’abord et suivi 
dun traitement précoce peuvent prévenir [installation 
dune infirmité évitable dans plusieurs cas. L’A4ge moyen 
des malades de ce groupe était de 63 ans. Environ 40% 
d’entre eux souffraient du coeur—linfarctus pour le plus 
grand nombre. Les autres présentaient une diversité 
d’états associés. Il y avait une distribution égale des 
lésions 4 droite, 4 gauche et des deux cétés a la fois. 
Gn ne put corroborer la prédilection pour le cdété 
gauche qu’ont déja avancée certains auteurs. 

Les traits essentiels du diagnostic de cet état sont la 
douleur et la fixité de Pépaule ainsi que le gonflement 
et la sensibilité de la main et l’incapacité de pleinement 
fléchir ou étendre les doigts. Une ostéoporose de la 
main fut observée dans plus de deux tiers des cas; elle 
est un indice de l’intensité et de la durée des symptémes. 
Il importe de dépister la lésion dés son début car les 
résultats son piteux si le traitement est longtemps différé. 
Aucune forme de traitement n’est pleinement satisfai- 
sante, mais l'emploi de cortisone et d’A.C.T.H. en plus 
de repos judicieux, avec mouvements passifs d’emblée 
suivis plus tard de mouvements actifs progressifs, a donné 
les meilleurs résultats. 





LYMPHOCYTIC INFILTRATION OF THE 
SKIN (JESSNER) 


Seven cases of this disease are presented by Calnan 
(Brit. J. Dermat., 69: 169, 1957). The primary lesion 
is an erythematous rose-pink papule. There may be many 
papules and sometimes these are arranged in plaques 
or crescents. The usual sites are the malar region and 
the back or the chest. There is a heavy preponderance 
of males. The course is variable, with recurrences and 
remissions. Histologically the characteristic findings are 
a normal epidermis and a dense mantle of lympho- 
cytes about the entire network of skin blood vessels. 
Differential diagnoses include discoid lupus erythema- 
tosus, early lymphocytic reticulosis, annular erythema 
and insect bites. The etiology of this condition is un- 
known. No case has been reported to progress to 
lymphoblastoma or leukzemia. 
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HAEMOLYTIC DISEASE OF THE 
NEWBORN DUE TO ABO 
ISOIMMUNIZATION 


MORRIS SABIN, M.D. 
and LOUIS LOWENSTEIN, M.D., Montreal 


RECENT PUBLICATIONS have described the various 
clinical and hematological aspects of hzemolytic 
disease of the newborn due to ABO incompati- 
bility.* S, %,.9, 38 

The clinical and laboratory features and the 
management of 17 cases of hemolytic disease 
due to group ABO incompatibility which were 
diagnosed at the Royal Victoria Montreal Mater- 
nity Hospital between 1951 and 1955 are de- 
tailed in this report. Accumulating evidence 
indicates that this disease occurs considerably 
more frequently than is recognized and that it is 
not always associated with a favourable prog- 
nosis, particularly if untreated. Although the 
series is too small for statistical analysis, it is 
hoped that the experience gained from these 
cases, when added to other reports, will prove 
helpful in facilitating early diagnosis and man- 
agement. 


METHODS 


In the mother, blood grouping for ABO and 
Rh factors was performed by standard tech- 
niques.® Serum antibody titrations in saline and 
albumin were performed using group A cells, 
according to the method described by Diamond 
and Denton.? _ 


In the baby, blood grouping for ABO and Rh 
factors was performed on cord blood or on 
samples taken from heel puncture. Hemoglobin 
estimations,* reticulocyte counts,! blood smears, 
direct Coombs tests® and micro estimations of 
serum bilirubin® were performed from heel 
puncture. 


RESULTS 


Seventeen cases were collected from the 
records of the Royal Victoria Montreal Maternity 
Hospital out of a total of 16,621 deliveries in 
1951 to 1955. No diagnosed cases were reported 


*From the Hematology Service of the Department of 
Medicine and the Department of Obstetrics and Gynezcol- 
ogy of the Royal Victoria Hospital and McGill University 
Medical School. Supported by Federal-Provincial National 
Health Grant No. 604-13-9. 
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in 1952, although there were 3392 deliveries that 
year. 

Fourteen mothers were multiparas, and three 
were primagravidas. 

The blood groups of the mothers and babies 
are listed in Table I. It is noteworthy that all 


TABLE I.—Btoop Grours or MorTHERS AND BABIES 


Group Group Group Rh- Rh- 
O A B positive negative 
Mothers 17 0 0 15 2 
Babies 0 17 0 16 1 


17 of the babies were of group A and that no 
group B infants were encountered. All the 
mothers were of group O. Fifteen of the mothers 
were Rh-positive, while 16 babies were Rh- 
positive. The remainder were Rh-negative. The 
blood group of the fathers was available in only 
two cases and both were group A, Rh-positive. 

The mothers had a total of 22 previous preg- 
nancies, with four cases of fetal loss. These were 
due to abortion (two cases), ectopic gestation, 
and prematurity with mongolism. There was no 
history of previous ABO or Rh incompatibility 
and no record of previous blood transfusions or 
intramuscular injections of blood to any of the 
mothers. 


TABLE II.—DvuratTIon or PREGNANCY 





Gestation 
age No. 


Mature babies. . . ; SEN aes ie 39 weeks 
“ce 


2 
8 
41 “* 2 
3 
PUG RINE. 5.5 5s sc eke ennerins 39 

The duration of pregnancy (Table II) ranged 
from 39 to 42 weeks in 15 cases. There were 
only two premature infants in the series, one 
at 37 weeks and one at 38 weeks. 

The birth weight averaged 3265 g. with a 
range of 2200 to 4050 g. The premature infants 
weighed 2200 g. and 2350 g. There were ten 
male and seven female infants. 

There were 14 normal (i.e. left occiput anter- 
ior and right occiput anterior) deliveries, two 
cases of left occiput posterior and one case of 
Porro Cesarean section (for chronic pelvic in- 
flammatory disease). 

The results pertaining to the babies may be 
divided into three stages: 

(A) The findings at birth and within the first 
24 hours of life. 
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(B) The neonatal period up to the time of the 
baby’s discharge from hospital. 


(C) The late peediatric follow-up. 


(A) Tue First 24 Hours or Lire 


Clinically, all babies were icteric within the 
first 24 hours. Hepatomegaly was present in 
eight cases, the enlargement ranging from slight 
to two fingers’ breadths below the right costal 
margin. Splenomegaly was present in six patients, 
enlargement also ranging from slight to two 
fingers’ breadths below the left costal margin. 
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Table III shows that there is no definite rela- 
tionship of hemoglobin level and reticulocyte 
count to serum bilirubin level. Thus, for ex- 
ample, elevated bilirubin levels (greater than 10 
mg. %) were obtained with hemoglobin levels 
both higher and lower than 15.6 g. %, as well as 
with a wide range of reticulocyte percentages. 

The direct Coombs test was performed in 15 
cases, and was negative in all instances. 

Immune Anti-A antibody estimations were 
done in nine of the 17 cases (Table IV) and this 
type of antibody was demonstrated in varying 
titres in eight cases. Titres ranged from 1/32 to 


TABLE III.—C.urnicaut anp LABORATORY FINDINGS IN THE BABIES FOR THE First 24 Hours or LIFE 














Case Hemoglobin Total serum Reticulocyte Hepato- Spleno- Exchange 
No. (heel blood) bilirubin count megaly megaly transfusion 
Mg. % 

7 ~=less than 15.6 ¢.%........ 15.1 2¢.% 15.5 5.4 x 0 x 
8 ae * 15.5 _— 0 0 x 
5 mel 24.0 16.7 x x x 
10 mae “ _— — 0 0 0 
. Rss 6 Sevccdixencc: 10.9 “ 8.5 — 0 0 x 
15 — 8.5 _— 0 0 0 
17 greater than 15.6 2.%...... 15.6 “ — — 0 0 0 
3 15.6 “ 11.0 — x 0 x 
6 16.1 “ 16.6 7.0 0 0 x 
11 16.6 “ 17.4 4.8 x x 0 
2 | a 12.4 5.6 a x x 
me) “GR GARBR Ye hos cecrd eects Ma: 16.6 — x 0 x 
1 ( tek | 15.0 3.2 0 x 0 
14 ie |" 8.3 4.0 0 0 0 
16 ro ™ — = 0 0 0 
9 18.0 “ 3 7.4 x x x 
12 18.9 “ 16.8 — x x 0 


Five of these patients had both splenomegaly 
and hepatomegaly. 

There were no cases of central nervous system 
damage at birth, and all the infants were born 
with normal muscle tone and respiratory func- 
tion. In only one instance was a grade I systolic 
apical murmur observed, the cardiovascular sys- 
tem being unremarkable in all other cases, with 
no instance of cedema or of congestive heart 
failure. The baby’s general condition at birth 
was satisfactory in all cases. 

The laboratory findings for the first 24 hours 
are summarized in Table III. It will be noted 
that five babies had a hemoglobin level of less 
than 15.6 g. %, while 11 had a hemoglobin level 
of greater than 15.6 g. %. In one case the initial 
hemoglobin value was not recordéd. Reticulo- 
cyte counts were performed on eight of the 17 
babies, and were elevated (i.e. 5% or more) in 
only five (5% to 15.7%). Total serum bilirubin, 
estimated in 13 cases, ranged from 8 to 24 mg. %. 


1/1024 in saline and from 0 to 1/512 in albu- 
min. In addition, one case of unclassified im- 
mune Anti-A with a titre of 1/8000 was encoun- 
tered. 

As shown in Tables III and IV, an attempt 
was made to correlate the need for administra- 
tion of an exchange transfusion with these vari- 
ous clinical and laboratory findings. There was 
no definite relationship to the immune Anti-A 
antibody titre or to hepatosplenomegaly. It was 
noted, however, that there was a reticulocyte 


TABLE IV.—Immune Ant1-A ANTIBODY TITRE (9 CasEs) 








Saline Albumin Exchange 

Case No. antibodies antibodies transfusion 
Miiiivevsunsee. 1024 512 x 
ee ee Oe conn: 800 400 x 
eee er er 128 32 0 
MS cuiuae vag arenes 128 8 x 
Sah stack ete 256 64 0 
OP hsteh eed a4 os 64 : 16 x 
hss eae creda sie 100 100 0 
Meee oes 55.8 ores 32 C 0 
Bcc Disa k ies 8000 0 
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count of more than 5%, a bilirubin level of 11 
mg. % or more and a hemoglobin of less than 
15.6 g. % during the first 24 hours in those in- 
fants who received an exchange transfusion. 
However, three patients in whom the bilirubin 
level ranged from 15 to 17.4 mg. % did not re- 
ceive such a transfusion. 


(B) THe ImMeptIaTE NEONATAL PERIOD 


Serial determinations of haemoglobin, total 
serum bilirubin and reticulocytes were per- 
formed during the immediate neonatal period. 

In 13 cases (Table V) the hemoglobin level 
at the time of discharge was less than that of 
the first 24 hours. The average hemoglobin 
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negative in 10 of the cases in which it was re- 
peated. In one case (Table V), an initial Coombs 
test was not performed, but was reported positive 
on the second postpartum day. The duration of 
jaundice ranged from 4 to 11 days. 

Peripheral blood smears were examined in 14 
cases. Five cases showed both spherocytosis and 
basophilia, one showed spherocytosis only and 
three cases showed basophilia only. 


TREATMENT 

Treatment of the babies during the first 24 
hours consisted of exchange transfusion of Rh- 
negative, group O blood with added A and B 


substances in nine cases. The criteria for the ad- 











TABLE V. 

Final 

; Exchange Hemoglobin (g. %) (Serum bilirubin level mg. %) direct 

Case No. transfusion Initial Final Initial Final Coombs 
D 4.0k:9-0.6 80s Seis one eels tees x 10.9 12.0 _ — — 
<i anil Go eB Saxe ole eae esas x 16.6 12.7 12.4 2.5 _— 
Bi ratesh sigan to tn: chided gate he abn a Eee Ses x 15.6 My 11.0 3.2 neg. 
Be inne ees Swe CR Rae x he ge 7 16.6 11.2 neg. 
BP inoro ae ls a tetas bv ain a Salen x 12.7 17 24.0 2.0 neg. 
Dy awlicrd nace eae eees cee Rewes x 16.1 11.1 16.6 10.6 neg. 
Dh eth etesPpih pts. Be weeds d.fenfasas las cesigik x ib .4 9.4 15.5 0.31 neg. 
DE fini a ce aieiee. 64-4 es eae at x 13.6 11.4 15.5 9.9 neg. 
DF: 8-64 FO CRRA eee beacon tees x 18.0 15.1 17.1 8.1 neg 
UE Kicera’e © soins ae Woe ctw 0064 de-wnetded 0 12.4 15.6 — — “ne 
6a chee ba kOe ka Need alee ah aes 0 16.6 12.4 17.4 8.9 neg. 
Bs ed raath a cas Anak aaa Eee 0 18.9 16.1 16.8 15.0 — 
Bid a ary. oie de ee ge ee sy aha ss 0 17.1 17.1 15.0 11.2 neg. 
Dt a ceid dish dite debeteelebiediacea-auw mats 0 17.1 18.0 8.3 11.5 neg. 
Ot be tr teh Satan naa ahh wah 0 a 15.6 8.5 10.8 pos 
Oe Vales cay cade saavetaceees 0 17.5 14.3 — 9.5 — 
OP: 46po bus LESR ER FAO R SR aeuee 0 15.6 12.0 ao 9.1 — 


level at discharge was 12.7 g. % for this entire 
group, which is lower than the average normal 
level of about 17 g. % for this period of life. 
Eight of these cases were given an exchange 
transfusion and the hemoglobin level on dis- 
charge in these eight cases averaged 11.8 g. %. 

In three cases, the final hemoglobin level was 
higher than the initial level. One of these pa- 
tients had received an exchange transfusion, 
but the hemoglobin level at birth in this case 
was quite low (10.9 g. %) and at discharge was 
only slightly elevated (12.0 g. %). In one baby 
(Case 15), no initial hemoglobin determination 
was available for comparison. 

The reticulocyte count at the time of dis- 
charge ranged from 1% to 4% in eight cases, 
and averaged 2.3%. The bilirubin levels at the 
time of discharge ranged from 0.3 mg. % to 15 
mg. % in 15 cases, and averaged 8.2 mg. %. 
(Table V). The direct Coombs test remained 


ministration of an exchange transfusion are set 
out in the section entitled “Discussion”. Con- 
servative management only was used in the re- 
maining eight cases. Six infants were given a 
single exchange transfusion. Three infants re- 
quired a second exchange transfusion because of 
persistent anzemia and elevation of the serum 
bilirubin. The volume of blood administered 
(via the umbilical vein) ranged from 270 c.c. to 
425 c.c. and averaged 348 c.c. or approximately 
50 c.c. per lb. of body weight. 

During the neonatal period treatment con- 
sisted primarily of careful nursing attention. 
Two mothers breast-fed their babies; the re- 
maining infants received artificial feeding. The 
only baby requiring special management was the 
premature infant who weighed 2350 g. at birth. 
This case is an illustration of the increased haz- 
ards which are created by a state of prematurity 
in association with hemolytic disease. This baby 
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required a second exchange transfusion and then 
a supplementary transfusion of 50 c.c. packed 
cells to correct the persistent anzemia. Also, oxy- 
gen was necessary for a short period. This infant 
was hospitalized for 18 days. 


(C) Late Papratric FoLLow-uP 


At the time of discharge from the hospital, all 
17 infants were considered to be in good con- 
dition. Follow-up information was available con- 
cerning 13 of the babies. In three cases, this was 
obtained from the records of the Pediatric Out- 
patient Clinic. In 10 cases the babies’ progress 
was determined after questioning the mothers. 
Twelve of these infants have developed entirely 
normally to the ages of 2, 5, 6, 8, 9, 11, 13, 22, 
81, and 48 months. 


THE MorTHERS 


Six of the 17 mothers had antepartum compli- 
cations: Two had third-trimester vaginal bleed- 
ing of unknown etiology, one had mild iron de- 
ficiency secondary anzmia, one had moderately 
advanced inactive pulmonary tuberculosis, one 
had chronic pelvic inflammatory disease and one 
suffered right middle lobe atelectasis with pneu- 
monia. Postpartum, there were two cases with 
complications, one with anzmia and one with 
a fever of unknown origin. 


Discussion 


The results obtained in this investigation fit 
into the general pattern of those reported by 
other investigators. 

The diagnosis of ABO incompatibility can be 
made more easily on clinical grounds than on 
the basis of laboratory tests, although only the 
latter can provide an accurate confirmation of 
the clinical impression. The most useful diagnos- 
tic criteria in the present investigation were, 
firstly, observation of icterus within 24 hours 
of birth, and secondly, the blood groups of the 
-baby and the mother. Prenatal grouping of the 
mothers blood to determine not only those who 
are Rh-negative, but also those belonging to 
group O alerts the clinician to the possibility 
of hemolytic disease due to ABO isoimmuniza- 
tion. The diagnosis is further facilitated by 
grouping the cord blood of all babies whose 
mothers are group O. In this clinic, blood group- 
ing is done routinely on all cord bloods. Ideally, 
when the mother is group O, antenatal grouping 
of the father also should be undertaken. Low 
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hemoglobin and elevated serum bilirubin levels 
were useful criteria when no other causes were 
apparent to explain these changes. Reticulocy- 
tosis and spherocytosis were helpful when pres- 
ent. Fifteen cases showed a negative direct 
Coombs test, although other investigators’* have 
reported occasional weak positive tests. 

Although albumin antibodies were present in 
nine cases, their precise titre varied over a wide 
range and had no practical significance. Immune 
antibody titres in the same range may be found 
in the serum of group O mothers whose babies 
are normal at birth. The exact significance of 
these antibodies and their precise detection in 
ABO incompatibility is one of the major prob- 
lems which remain to be solved. McNeil et al.?° 
have described a method of elution of immune 
antibodies from the baby’s red cells which might 
offer better evidence for ABO incompatibility. 
At present, however, one cannot consider im- 
mune antibodies per se to be an important diag- 
nostic feature. 

Ideally, a complete investigation of any sus- 
pected case should exclude the possibility of 
hemolytic disease due to the rarer blood group 
antigens, such as the Kell and CW factors. In 
these instances, the Coombs test is strongly posi- 
tive in contrast to the negative or weakly posi- 
tive reaction found in hzemolytic disease due to 
ABO isoimmunization. 

Exchange transfusion is the only important 
treatment in this disease, and a decision as to 
its use must be made promptly. The hemolysis 
is due to the A (or B) antibodies present in the 
plasma of group O mothers. Since A antibodies 
are present in the infant’s circulaticn at birth, 
transfused blood must be group O whose red 
cells are not affected by A antibodies. 

Usually, but not invariably, ABO incompati- 
bility results in a much milder form of hemo- 
lytic disease than does Rh incompatibility. In 
this series the majority of infants were in good 
condition at birth, though two had alarming 
anzemia (Cases 1 and 5), so that laboratory find- 
ings had to be considered in deciding on treat- 
ment. From the findings in this series of cases, 
the following comments may be made on indi- 
cations for exchange transfusions: 

1. Clinical jaundice—The development of 
icterus within the first 24 hours after birth in 
a group A (or B) infant whose mother is group 
O, is essential for the diagnosis. It is necessary, 
of course, to exclude other causes of icterus and 
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anemia in these patients, such as septicaemia and 
other blood group incompatibilities. 

2. Hyperbilirubinemia: The serum bilirubin 
is the most important laboratory criterion avail- 
able at present in considering the need for ex- 
change transfusion. A serum bilirubin value of 
greater than 10 mg. % in the first 24 hours con- 
stitutes a relative indication for exchange trans- 
fusion. With this level of bilirubin the clinical 
condition of the baby is the most important 
factor, although other laboratory findings may 
be helpful. Each case must be assessed individu- 
ally and progressively. 

Progressive hyperbilirubinzemia, rising above 
10 mg. %, constitutes an absolute indication for 
exchange transfusion. 

3. Anzmia (hemoglobin level of less than 
15.6 g. %): If the sole manifestation of the dis- 
ease is mild anemia, ordinary blood transfusion 
may suffice. Again, the clinical condition of the 
baby must be given predominant consideration 
in reaching a decision. When hyperbilirubin- 
gzmia is also observed, exchange transfusion 
should be used. Severe or progressive anemia 
should be considered an absolute indication for 
this method of therapy. 

The prime objectives are to prevent kernic- 
terus or death of the baby. These serious com- 
plications are infrequent in ABO incompatibility, 
but have occurred sufficiently frequently to. war- 
rant prompt maximal therapy, as exemplified by 
exchange transfusion. 

A number of observations of lesser importance 
were noted. Three of the 17 patients were primi- 
gravidas and there ‘was no relationship to pre- 
vious isoimmunization. This is in contrast with 
Rh incompatibility in which primigravidas are 
never involved unless there has been prior iso- 
immunization by transfusion or intramuscular 
injection of blood. 

Two of the 17 babies were premature, but 
one of these was born to a mother who gave a 
history of having premature infants. Hence, there 
was no definite relationship between ABO in- 
compatibility and prematurity. 

The mothers had a high proportion of ante- 
partum complications (six cases )and post partum 
complications (two cases), as well as three cases 
of abnormal delivery. However, since there were 
only 17 cases in the entire series, no final con- 
clusion can be drawn from these observations. 

None of the babies in this series developed 
hydrops or was seriously affected by the disease. 


ABO IsoImMMUNIZATION 
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This is a reflection of the relative mildness of 
this form of hemolytic disease as compared with 
Rh incompatibility, although occasional cases of 
death and kernicterus have been reported. 

Neonatally, jaundice plus hepato-splenomegaly 
regressed within four to 11 days. The level of 
serum bilirubin and reticulocytosis also soon 
returned to approximately normal values. 

The hemoglobin level at the time of discharge 
in 13 cases (including eight cases receiving ex- 
change transfusions) was considerably lower than 


.-in the first 24 hours. It is suggested that the 


citrate diluted whole blood used for exchange 
transfusion in eight of these cases may have con- 
tributed to the lowered hzmoglobin levels. It 
may also be that the exchange transfusion de- 
pressed bone marrow erythropoiesis enough to 
reduce hemoglobin values, but it is unlikely that 
this effect would be manifest during the short 
period of neonatal observation. In addition, the 
average reticulocytosis of 2.3% on discharge 
argues against bone marrow depression at this 
time. 

In the remaining five babies the lowered 
hemoglobin levels at discharge may reflect a 
continuation of the hemolytic process. 

The peediatric follow-up obtained in 13 cases 
disclosed a good late prognosis for the babies, 
for periods ranging from two to 48 months. No 
cases of kernicterus were reported during this 
time. : 

The observed incidence of ABO incompati- 
bility is increasing. For example, three cases 
were reported at the Royal Victoria Montreal 
Maternity Hospital in 1954, an incidence of about 
1 in 1000. In 1955, however, the incidence was 1 
in 300, with 11 cases in 3329 deliveries. Hsia and 
Gellis? report an incidence of 1 in 150. The true 
incidence of ABO incompatibility may be even 
higher than this, since many cases may be so 
mild as to escape clinical detection or prompt in- 
vestigation. Also, even in a suspected case, it is 
not always easy to establish a definite diagnosis, 
as. pointed out earlier. A number of suspected 
cases were encountered during the period from 
1951 to 1955, but could not be included in this 
report because the diagnosis could not be con- 
firmed. 

The possible incidence may be surmised from 
the relative incidence of the ABO blood groups. 
Thus, group O is found in 46.7% of the popu- 
lation, while group A is found in 41.7%, with 
8.5% group B and 3% group AB.° Since groups 
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O and A are the ones most commonly involved, 
the detected incidence will undoubtedly increase 
now that ABO incompatibility is becoming a 
more widely recognized entity. : 

Comparison with Rh incompatibility in the 
Royal Victoria Montreal Maternity Hospital 
shows that erythroblastosis due to this cause has 
been found in 24 of 3451 confinements in 1954 
(an incidence of 1 in 140). In 1955, there were 27 
cases in 3329 deliveries (that is, 1 in 123). Thus 
far, then, detected cases of Rh incompatibility in 
this institution are still more than twice as com- 
mon as known cases of ABO incompatibility. 
One might expect the converse to be true, since 
groups O and A are about three times as com- 
mon as Rh-negative types. Hsia and Gellis’ actu- 
ally reported a higher incidence of ABO incom- 
patibility. 


SUMMARY 


1. Hzmolytic disease of the newborn due to 
ABO incompatibility is generally a mild disease, 
but can be severe and requires prompt recogni- 
tion and treatment. 

2. The most useful criteria for diagnosis are a 
history of jaundice within the first 24 hours 
of birth, and a group O mother with a group 
A (or B) baby. In the absence of other causes, 
supplementary criteria include elevated and/or 
rising serum bilirubin, anzmia, reticulocytosis 
and spherocytosis. The direct Coombs test is 
usually negative. 

3. Exchange transfusion was administered in 
nine out of 17 cases. Criteria for administra- 
tion of exchange transfusion are discussed. 

4, There was no fetal or neonatal loss, and no 
case of kernicterus. 

5. ABO incompatibility occurred in three 
primigravidas. 

6. The over-all incidence was 17 cases in 
16,621 deliveries during 1951 to 1955. Eleven 
of the cases occurred during 1955 alone, but 
hemolytic disease due to Rh incompatibility was 
still more than twice as common during 1955. 
The detected incidence of hemolytic disease of 
the newborn due to ABO incompatibility may 
be expected to increase as awareness of the dis- 
ease becomes more widespread, and as hzmato- 
logical diagnostic techniques become more pre- 
cise. 
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RESUME 


La maladie hémolytique du nouveau-né causée par 

lincompatibilité ABO est habituellement bénigne bien 
ue dans certaines circonstances elle puisse étre grave, 
emandant alors d’étre reconnue dés l’abord et traitée 

d’emblée. Les critéres diagnostiques les plus pratiques 
sont un ictére précoce (débutant dans les 24 heures qui 
suivent la naissance), un groupe sanguin O chez la 
mére et A ou B chez Ienfant. En absence d’autres 
causes pour ces troubles, un taux de bilirubine élevé ou 
ascendant, ainsi que de l’anémie avec réticulocytose et 
sphérocytose peuvent confirmer [impression clinique. 
L’épreuve de Coombs directe est habituellement néga- 
tive. 

Une exsanguino-transfusion fut administrée 4 neuf 
enfants de la présente série de 17. Les indications en 
sont données in extenso dans le texte. On n’eut 4 déplorer 
aucune mortalité ni aucun cas d’ictére nucléaire. Trois 
cas d’incompatibilité ABO se rencontrérent chez des 
primipares. La fréquence de _ cette affection telle 
qu’enregistrée entre 1951 et 1955 fut de 17 cas pour 
16,621 naissances. Bien qu’on en ait vu 11 cas dans la 
seule année 1955, la maladie hémolytique causée par le 
facteur Rh n’en fut pas moins, dans la méme période de 
temps, au dela de deux fois plus fréquente. On peut 
sattendre 4 une augmentation du nombre de cas a 
mesure que la notion de cette entité sera plus répandue 
et que les techniques hématologiques diagnostiques seront 
plus précises. 





AGE AND SEX INCIDENCE AND 
ANATOMICAL DISTRIBUTION OF 
ORAL LEUKOPLAKIA AND LICHEN 
PLANUS 


In 148 consecutive cases, 81 being of leukoplakia 
and 67 of lichen planus, leukoplakia was three times 
as common in men as in women. The maximum inci- 
dence for the males was in the age group 60-69; in 
the females leukoplakia was not influenced by age. 
Leukoplakia of the lip was common in men, but did 
not occur in 19 females who had leukoplakia elsewhere. 
Lichen planus was twice as common in women as in 
men. The greatest number of these cases were found 
in the 50-59 age group.—H. E. Simpson, Brit. J. Dermat., 
69: 178, 1957. 
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THE VICIOUS CIRCLE OF 
ANAEMIA AND MENORRHAGIA 


CECIL HARRIS, B.Sc., M.D.(Glas.), 
M.R.C.P.(Edin.),* Montreal 


WOMEN IN THE FOURTH and fifth decades of life 
not uncommonly seek advice because of increas- 
ing menorrhagia associated with symptoms sug- 
gestive of chronic anemia. Careful analysis of 
the history often gives the impression that in- 
crease in blood loss coincides with the onset of 
ready fatigue and shortness of breath on exer- 
tion. In other words, there is the suggestion that 
depletion of bodily stores of iron and the conse- 
quent appearance of hypochromic anzemia is fol- 
lowed by aggravation of menorrhagia which, in 
turn, makes worse the anemia; a vicious circle 
is thus created. More often than not, manage- 
ment of such patients is based upon the assump- 
tion that, as long as there is excessive blood loss, 
the anzemia will persist and it is therefore neces- 
sary to remove the uterus whether or not there 
is evidence of uterine pathology. The usual 
sequence of events is admission to hospital, blood 
counts, transfusions and surgery. Heematinics, 
if given at all, are usually reserved for the post- 
operative or convalescent period. 

An alternative approach will be presented 
which would appear to have certain advantages. 
Discussion will be confined to those cases show- 
ing definite hypochromic microcytic anzmia. 
There may or may not have been precedent 
menorrhagia of many years’ standing. Numerous 
pregnancies may have played a part in some 
cases. In others may be found the smooth tongue 
so often associated with defective gastric secre- 
tion and consequent impaired absorption of iron. 
Poor diets may also be implicated. 

Such patients may be divided, in general 
terms, into those who are found on physical ex- 
amination to have obvious uterine abnormality, 
commonly fibroids, and those who do not. Of 
the latter some subsequently may be shown to 
have a lesion not evident on pelvic palpation; 
Papanicolaou smears or material from curettage 
may, for example, indicate the presence of car- 
cinoma. It is submitted, however, that menor- 
rhagia in association with iron deficiency anemia 
is not per se an indication for hysterectomy. Not 
only does the operation carry a certain mortality 
rate, but also the several transfusions used pre- 
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operatively to raise the blood count each carries 
risk to the life of the patient. It will be noted that 
I did not say “to correct the anemia”, because 
transfusions cannot supply the quantity of iron 
which these patients require. 


Case 1.—A woman in the fourth decade of life was 
admitted to another hospital because of menorrhagia and 
increasing anzwmia. Blood studies revealed moderately 
severe hypochromic anzmia. Transfusions were ordered 
preliminary to hysterectomy. Rigors and high fever de- 
veloped shortly after the commencement of the second 
transfusion and I was called to see the patient. The 
clinical picture suggested that the blood which had been 


“given was contaminated and this inapression was readily 


confirmed by examination of the blood remaining in the 
bottle concerned. Further inquiry established that there 
had been failure strictly to observe rules regardin 
refrigeration of stored blood. An autopsy was aaleael 
and the uterus was found, grossly and microscopically, 
to be free from abnormality. 


While the safety of transfusions under ideal 
conditions is now of a very high order, not 
every intern or nurse or technician is aware of 
all the possibilities of trouble. Even given that 
knowledge, errors due to human fallibility arise 
to constitute the most common cause of fatal 
hemolytic transfusion reactions following ad- 
ministration of “the wrong blood”. There are, 
furthermore, possible unavoidable sequel, most 
important being hepatitis, the onset of which 
may be delayed two or three months and which 
kills a substantial minority of those affected. 
Finally, should the anzmia be profound and 
transfusion unduly enthusiastic, it is relatively 
simple to induce overloading of the already 
taxed heart, and the consequent cardiac failure 
may not be ascribed to the proper cause, the 
appropriate measures for relief may not be in- 
stituted and death may result. 


CasE 2.—A woman of 37 years was admitted in con- 
gestive cardiac failure. 

Until a few months previously menstruation had been 
normal. Following the appearance of symptoms suggest- 
ing the development of anzmia, menstrual loss had be- 
come progressively heavier. Transfusions were contem- 
plated on an emergency basis by the intern on duty. 
Blood studies, however, showed the hzemoglobin level to 
be only 3.3 g. %, the hematocrit reading 12% and the 
mean corpuscular hemoglobin concentration 27%. A 
strong opinion against transfusion was given lest such 
action should aggravate, likely to mortal degree, the bur- 
den on the heart. With bed rest and skilful nursing care, 
evidence of congestive failure regressed markedly in 
the ensuing 24-36 hours. Ferrous calcium citrate was 
taken by mouth and there was a reticulocyte response 
reaching a maximum of 5.7% on the eighth day of 
treatment. Improvement, clinical and hematological, 
rapidly followed. The hzmoglobin level nine weeks from 
admission was 15.2 g. %, the haematocrit 48% and the 
mean corpuscular hemoglobin concentration 32%. It is 
of particular interest that menstruation immediately re- 
turned to normal and that subsequent gynecological 
examinations failed to reveal any abnormality. As to the 
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cause of anzmia, it is probably of major significance that 
the patient’s tongue was smooth and lacking in papille, 
defective absorption of iron thus being suggested. 


The question arises as to the efficacy and 
the innocuousness of iron preparations in com- 
mon use. We may dismiss at once all complex 
mixtures of “blunderbuss” nature as being un- 
scientific, illogical and unnecessary as far as the 
treatment of simple iron-deficiency anzemia is 
concerned; in addition, there is the danger that 
routine use of pills or capsules containing cyano- 
cobalamin (vitamin B,,) or folic acid may mask 
Addisonian “pernicious” anemia or may invite 
the explosive onset of subacute combined de- 
generation of the cord. While such extravaganza, 
promoted by intense and ceaseless advertising, 
enjoy wide sale among general clinicians, it is 
significant that few, if any, professional hemato- 
logists employ more than one therapeutic agent 
in any given case and at any given time. As 
regards iron, ferrous sulphate has had pre-emi- 
nence in this field for many years because of its 
effectiveness and its low cost. Unfortunately a 
minority of patients show gastro-intestinal in- 
tolerance, the proportion so affected varying 
somewhat with the precise form of the prepara- 
tion used and with the regimen employed. The 
occurrence of intolerance, however, has led to 
trial of other compounds and organic salts; the 
succinate and gluconate, for example, are becom- 
ing increasingly popular because of their efficacy 
which parallels that of the sulphate and _ be- 
cause of the fact that intolerance is seldom mani- 
fest. I have been using ferrous calcium citrate* 
routinely during the past four years and a case 
showing intolerance has yet to be encountered; 
hemopoietic response has usually been optimal 
(see Case 2). 


Case 3.—A woman early in the fifth decade of life 
was referred because of obstinate hypochromic anzmia 
of moderate severity associated with menorrhagia. Her 

riods had always been somewhat heavy but loss of 
blood to an extent which definitely was excessive had 
been experienced only in the previous three to four 
years. She had twice submitted to complete zecologi- 
cal examinations, including curettage; no abnormality 
had been discovered. She was tried with three different 
hzematinics, each of which produced gastric distress. She 
was therefore advised to undergo hysterectomy, which 
she was reluctant to do. Her hemoglobin level was 9.7 
g. %. and the mean corpuscular hemoglobin concentra- 
tion was 30%. She was given ferrous calcium citrate by 
mouth and her response in the face of continuing 
menorrhagia was reasonably satisfactory. After 10 weeks 
the hemoglobin level reached 13.6 g. and menstrual 
se diminished to within the original “heavy normal” 
imits. 


*“Rarical” (Ortho). 
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In the cases so far quoted there was no evi- 
dence of actual uterine pathology. That com- 
parable improvement in hypochromic anzmia 
can be achieved despite menorrhagia associated 
with gross abnormalities of the uterus is a re- 
minder of the fact that the bone marrow is 
potentially the largest “organ” in the body and 
that it has an immense capacity for the produc- 
tion of blood, provided all the necessary ma- 
terials are available. For example, if the blood 
volume of an “average” man is taken as 5 litres 
and the survival time of red cells as 110 days, 
then even the limited amount of marrow nor- 
mally active suffices to produce the equivalent of 
about 17.5 litres of blood annually, which may 
be represented by some 45 blood donations! In 
instances of hemolytic anemia with red cell 
survival shortened, it may be, to a mere 20-30 
days, the output of the marrow may be main- 
tained for months or years at 4-5 times the 
“resting” level. 


Case 4.—A woman aged 44 years was found to have 
fibroids. There had been menorrhagia for three years 
and symptoms of anzmia for three months, the latter 
coinciding with still greater menstrual loss. The hzmo- 
globin level was 5.0 g. % and the mean corpuscular 
hemoglobin concentration 25%. Ferrous calcium citrate 
was given by mouth and a reticulocyte peak of 9.5% 
was reached in six days. After eight weeks the hamo- 
globin level had risen to 11.8 g. % and the mean cor- 
puscular hemoglobin count to 34%. Menorrhagia, al- 
though persistent, was less marked. The patient had 
regained a sense of well-being. At the time of writing she 
awaits admission for hysterectomy, for which she is in 
optimal condition. 


Case 5.—A woman of 38 years with a history similar 
to that of Case 4 was admitted with a haemoglobin level 
of 8.8 g. % and a mean corpuscular hemoglobin concen- 


tration of 28%. Prior to the hysterectomy she was given 
three transfusions. As the blood bank was short of her 
group and type, there was some delay and 16 days 
elapsed until, with a hemoglobin level of 12.1 g. ‘%, she 
could be taken to the operating room. A further bottle of 
blood was given postoperatively and she was discharged 
12 days later. The pathologist confirmed the presence 
of fibroids. 


DIscussION 


The usual pattern is represented by Case 5. 
Other than that given at the time of operation, 
the patient had three transfusions, with any 
one of which trouble might have arisen. She 
went to the operating room with a normal hemo- 
globin level, but this was, in truth, artificial in 
that iron deficiency had not been corrected. Case 
4, on the other hand, may well escape transfu- 
sion even during surgery as her blood levels are 
so satisfactory. It might be argued that an in- 
crease in the period of hospitalization is in- 
volved if iron is used in these cases instead of 
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transfusion. Such a point of view would be 
hard to sustain if a matter of extra days in hospi- 
tal is balanced against the fact that transfusion is 
not the answer to iron-deficiency anemia and 
that risks are involved in the administration of 
blood. It would not be difficult, in any case, to 
obviate a long stay in hospital if the presence of 
iron deficiency were appreciated at the first 
office or clinic visit when iron could be pre- 
scribed and the blood picture restored to normal 
prior to admission; indeed, it follows that bed 
occupancy would be lessened because the few 


days required for pre-operative transfusions ~’ 


would be eliminated. 

It remains only to sound a note of caution. In 
a patient with menorrhagia and hypochromic 
anzemia, response to iron may alleviate menstrual 
loss pari passu with improvement of the anzemia. 
Even in the absence of any palpable abnormal- 
ity of the pelvic organs, the assumption must 
not then be made that no lesion exists; curet- 
tage should still be carried out and smears made 
for cytological study. Nor should the physician 
fail to satisfy himself that there is no other source 
of blood loss, from the gastro-intestinal tract in 
particular, which might initiate the entire cycle 
of events. 


CONCLUSIONS 


Iron deficiency anemia may develop in a 
patient to instigate or to aggravate menorrhagia. 
A vicious circle may ensue. Proper management 
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of such a case depends upon correction of the 
anzmia by effective therapy with iron and not 
primarily upon transfusions and hysterectomy. 

Should a uterine lesion exist which calls for 
surgery, the patient will be in optimal condi- 
tion if prepared not by transfusions but by iron 
therapy, which will usually succeed in restoring 
blood values even in the presence of gross 
pathological changes in the uterus. 

Prolongation of hospital stay may be obviated 
by office or clinic management of anzmia prior 
to admission; indeed, as transfusions will not be 
called for and as the patient will be as fit as 
possible for surgery, certainly the preoperative 
and likely the postoperative periods will be 
shortened. 


The Ortho Pharmaceutical Corp. made available liberal 
supplies of Rarical (ferrous calcium citrate) for trial 


purposes. 


RESUME 


L’anémie ferriprive chez une malade peut déclancher 
ou aggraver une ménorragie, créant ainsi un cercle 
vicieux. Le traitement judicieux d’un tel état repose sur 
une correction de l’anémie par une thérapeutique mar- 
tiale efficace et non pas par transfusions et hystérec- 
tomie. S’il existe une lésion exigeant une intervention 
chirurgicale, la meilleure préparation de la malade se 
fera non pas par transfusions mais bien par l’adminis- 
tration de fer qui la plupart du temps suffira a rétablir 
le niveau d’hémoglobine méme en présence de patho- 
logie manifeste dans l’utérus. La durée d’hospitalisation 
pourrait étre abrégée si la malade était suivie = son 
anémie au bureau ou au dispensaire avant son admission. 
Les transfusions n’étant plus requises et la malade étant 
bien préparée, les périodes pré-opératoire et post- 
opératoire seraient diminuées d’autant. 





THE CELLULAR CHANGES IN 
MYOCARDIAL INFARCTION* 


H. J. BARRIE, B.M., B.Ch. and 
P. G. URBACK, M.D.,t Toronto 


ALL BRIEF DESCRIPTIONS of biological processes 
tend to fall into half-truths and error. But it has 
long seemed to us that current descriptions of 
what happens in an infarct contain more of them 
than necessary. It is, furthermore, astonishing 
how few papers have been published on the 
histopathology of myocardial infarction in man. 
Most of them date from the last century and are 
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incomplete, and even the classic paper of 
Mallory' in 1939 is misleading in some respects. 
The matter has more than an academic impor- 
tance because treatment in so far as it has any 
logic at all has been based on what is thought to 
be going on in the heart. 

The following study is based on observations 
extending over many years and on a special 
study of 31 necropsies in which the time interval 
between cardiac infarction and death was known 
with some certainty. These necropsies were se- 
lected out of a much larger group because the 
infarcts had a simple shape. The common in- 
farcts in which zones of necrosis interdigitate 
with bands of normal muscle show too many 
zones sectioned tangentially to make interpreta- 
tion easy. 
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The first important feature governing the ap- 
pearance of infarcts in the heart as elsewhere is 
that its components have differing susceptibility 
to anoxia. In the heart, the muscle fibres may 
undergo atrophy or necrosis under conditions in 
which the blood vessels and connective tissue 
remain normal. There is, furthermore, a certain 
critical size of infarction under which the stroma 
does not share in the neurosis produced by 
vascular occlusion. This is the so-called miliary 
infarct. The sequence of events when these tiny 
areas undergo necrosis is, we think, well known 
but it has somehow escaped mention in text- 
books. 

Leukocytic infiltration in response to the dead 
muscle is minor, macrophages are able to gain 
early access to all parts of the infarct, and phago- 
cytic absorption of all the dead muscle is rapid 
and fairly even. Cardiac fibres are normally in- 
timately invested by incomplete sheaths of ar- 
gyrophil reticulin fibrils, and after the muscle 
fibres have been absorbed, these sheaths are 
held cpen for many days by cedema. fluid (Fig. 
1). This fluid is then gradually absorbed, leaving 
the original stroma of the heart condensed. There 
is not even a suggestion of growth of granula- 
tion tissue into these infarcts. The origin of this 
little condensed area is rarely in doubt, for it 
has not the para-arterial location of a rheumatic 
scar and there is usually telangiectasia of its 
capillaries. The genesis of these so-called “scars” 
was realized early. Marie? (1896) pictures them 
under the title “état-alvéolaire” and evidently 
obtained his insight into their nature from an 
earlier thesis of Nicholls which we were unable 
to obtain. 

These miliary infarcts have been recently 
studied by Schlesinger and Reiner,* who, in our 
opinion, rightly regard them as being an index 
of myocardial damage caused by a variety of 
agents and not only ischemia. Their paper is 
full of interesting observations on them, but we 
cannot agree with their main thesis, which is 
that they represent a process sui generis which 
the term “myocytolysis”. The invention of 
another poorly defined pathological process 
lying uneasily somewhere between a degenera- 
tion and necrosis seems to us a retrogressive step 
and one that would cause justifiable bewilder- 
ment to future generations of medical students. 

Their criteria for distinguishing “myocytolysis” 
from miliary necrosis are as follows: (1) 
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Fig. 1.—Miliary infarct. The muscle fibres in the centre 
have been absorbed, leaving empty endomysial sheaths. 
Those at the periphery are vacuolated. 


Preservation of nuclei. (2) Centrifugal instead of 
centripetal spread in the lesion. (3) Preservation 
of sarcolemmal sheaths. 


The so-called sarcolemmal sheaths of cardiac 
muscle really represent the cell membrane. 
When the cell undergoes lysis, the space left is 
bounded by the reticulin fibrils which surround 
the cell in a basketwork, not by the sarcolemma. 
Water in the ground substance of a muscle cell, 
however, will be bounded by the cell membrane. 
Schlesinger and Reiner? have observed that in 
the centre of the miliary infarct there are empty 
spaces and at the borders there are cells with 
nuclei but whose cytoplasm is vacuolated. They 
have then made the assumption that the vacuo- 
lated cells are an early phase in the genesis of 
the empty spaces. To quote them: “Muscle 
nuclei do not undergo rhexis, lysis or pyknosis 
but remain visible for some time”. These authors, 
however, later do away with the nuclei in some 
unspecified manner. 

We do not think that the assumption of 
Schlesinger and Reiner about the sequence of 
events in miliary infarcts is correct. An analogous 
situation exists in the classical “nutmeg liver”. 
The centrilobular cells disappear completely as 
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the result of anoxia, and the cells next to them 
undergo fatty vacuolation as a result of partial 
anoxia. One cell is dead and the other is de- 
generate. The degenerate cells may go on to die, 
but fatty vacuolation is not a necessary step in 
their demise. The muscle cells in a miliary in- 
farct are dead and gone, and their neighbours 
may show hydropic degeneration, but again 
hydropic degeneration is not a necessary step 
in their demise, and in point of fact we think 
that classical coagulative necrosis is the first 
stage of a miliary infarct. Because these infarcts 
are so small, because they evoke negligible re- 
action and because the dead cells are so quickly 
absorbed, this initial phase can easily be over- 
looked. 

The reason that a proper understanding of 
these miliary infarcts is so important is that an 
exactly similar sequence of events occurs at the 
border of all larger infarcts. In the latter, besides 
the central area in which all components are 
necrotic, there is a peripheral band in which the 
stroma survives. This band is either nourished 
to some extent by diffusion or the circulation 
in it becomes rapidly re-established, for red cells 
staining normally are always to be found in it. 
In it the dead muscle fibres become separated 
by oedema fluid about the fifth day and then are 
evenly and rapidly absorbed by macrophages, 
the absorption being complete about the tenth 
day. On the inner side of the infarct—that is, 
subendocardially, where the circulation is poor— 
this peripheral band of early absorption is very 
narrow and may even be absent. Another feature 
most marked in the subendocardial zone is the 
regular sparing from necrosis of an even band 
of muscle fibres which follows the contours of 
the heart. Mallory’ explained this spared 
zone by diffusion of oxygen from the interior of 
the heart, and we think that this is the correct 
interpretation, for the line of spared fibres runs 
parallel] to the inner surface and is of much too 
even thickness to be produced by collateral 
channels including thebesian veins. These spared 
areas are unusually pale in sections stained 
with hzmatoxylin and eosin and the fibres are 
vacuolated. If glycogen is present in these 
vacuoles, it has usually disappeared by the time 
of necropsy. 


The presence of this spared band of sub- 
endocardial fibres is of double importance. 
Firstly, it is the zone in which the conducting 
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fibres of the heart run. Secondly, it probably 
decreases the incidence of endocardial throm- 
bosis. When such thrombi are present, they are 
often found to be attached by fibrin to small 
areas where the spared zone has been breached 
by necrosis. A similar band of spared fibres often 
surrounds bigger blood vessels in an infarct. 


Our next problem is the fate of the central 
portions of the infarct where muscle, connective 
tissue and blood vessels are necrotic. This is full 
of interesting features. The first is related to the 
leukocytic exudate in it. At first, granular leuko- 
cytes are found fairly evenly throughout the 
infarct but mainly towards the periphery. After 
two days the neutrophil granulocytes become 
pyknotic and then concentrated in a band deep 
to which they all disappear. The line of their dis- 
appearance cuts across the stroma and fibres 
without anatomical favour and _ apparently 
marks the position where the chemistry of the 
infarct favours lysis and not pyknosis. 

At about the sixth day the infarct has a banded 
structure from without in, arranged as follows. 

Band 1. Zone of early absorption at the peri- 
phery where the stroma is alive. 

Band 2. Outer zone of complete necrosis in- 
creasingly infiltrated by pyknotic neutrophils. 

Band 3. Zone of complete necrosis containing 
concentrated neutrophils. 





Fig. 2.—Section through four of the bands of a 6-day- 
old infarct. (a) Early zone of absorption at periphery. 
(b) Complete necrosis with neutrophils infiltration. (c) 
Complete necrosis with neutrophils concentration. (d) 
Complete necrosis without infiltrating cells. 
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"Fig. 3,—High power view of Fig. 3. Sharplv defined 
border of concentrated neutrophils in completely necrotic 
zone. 

Band 4. Zone of complete necrosis without 
infiltrating cells. — 

Bands 5, 6 and 7 corresponding to 3, 2 and 1, 
but narrower and in reverse order. 

Band 8. Spared subendocardial fibres. 

Bands 1-4 are illustrated in Fig. 2. Fig. 3 is a 
high-power view of the sharp line of demarca- 
tion between bands 3 and 4. 

The band of neutrophils gradually disappears 
and lysis of them is complete by the time macro- 
phage absorption advances from the periphery 
to this area. There is never any visual evidence 
that the neutrophils have a proteolytic effect on 
the dead muscle fibres and we have not sufficient 
data about what determines this distribution of 
neutrophils. 

Neutrophils make a curious brief reappearance 
in the centre of the infarct at 10 days, when 
absorption in the peripheral band is complete. 
At this time circulation is obviously active in 
the zone of absorption, and fresh blood and 
neutrophils find their way into the dead vessels 
of the central part (Fig. 4). This indiscretion is 
temporary, the neutrophils and red cells are 
lysed, and subsequent opening up of old blood 
channels in the central zone is limited to its 
border to which the major action now shifts. 
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: reappearance of red cells and 
neutrophils in central dead zone at 10 days. The fresh red 
cells can be seen against a background of old lysed cells. 





Fig. 5.—Macrophages reaming out the 
sheaths by phagocytosing dead muscle. Fragments of 
sarcomeres like confetti can be distinguished in the 
a of the macrophages. The sheaths remain un- 
altered, 


endomysial 
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Fig. 6.—Twelve weeks’ old infarct. There is still much 
dead muscle to be removed and it has been given the 
outline by uneven absorption. The original peripheral 
band of absorption has merged with the latter ‘‘released’’ 
stroma. Spared muscle fibre can be seen under the 
xreatly thickened endocardium. 


The dead muscle in the central zone seems to be 
solely removed by macrophages. Because the 
muscle fibres are still enclosed individually by 
the reticulin fibres of the endomysium and 
wrapped in bundles by collagen fibrils, the ac- 
cess of macrophages is uneven. Extending more 
rapidly in the connective tissue spaces, they 
produce a characteristic profile 
like a battlement- where the 
muscle bundles are cut. trans- 
versely. Once having achieved 
access to a bundle, they advance 
with greater ease down the 
spaces occupied by the muscle, 
reaming out the space and leav- 
ing the reticulin framework in- 
tact (Fig. 5). Absorption pro- 
gresses rapidly down __ the 
bundles from their ends and 
slowly them. As_ the 
muscle is removed, the liberated 
stroma takes its place beside the 
first absorption zone and_ be- 
comes undistinguishable from it. 
Capillaries full of blood and ¢ 
lined by viable endothelial cells 
extend right up to the advancing 


across 
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line of absorption and, though it is hard to be 
certain on this point, the majority appear to be 
derived from endothelial cells growing into the 
old capillary channels. 


When the stroma of the absorption band loses 
its oedema fluid and shrinks, as it does in about 
three weeks, the blood vessels become telangi- 
ectatic. Absorption of the central necrotic mass 
may take months, and the longer it takes the 
less are the signs of cellular activity. The ap- 
pearance of a 12-week-old infarct is shown in 


Fig. 6. 


As we have described it, this process is funda- 
mentally different from the usual interpretation 
of dead muscle being replaced by granulation 
tissue. The latter concept owes its perpetuation 
to two factors. The first is the great cellularity 
at the line of absorption. It would be untrue to 
say that none of these cells are fibroblasts or 
endothelial cells, but they are not producing 
the end of granulation tissue that is a scar. They 
are re-colonizers of the old skeleton of the heart, 
and when they are finished the stroma will be 
found to have evenly spaced isometric fibro- 
blasts in it. 


The other factor responsible for the granula- 
tion tissue heresy is the appearance of the 
stroma in the absorption zone when it contracts 
after three weeks. It must be remembered that, 
when the endomysial tubes contract, their lumen 
is minute and that when they are seen running 
longitudinally in a 5 or 8 yw section they are 
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Fig. 7.>-“‘Scar’’ of 8 weeks’ old infarct. A field has been chosen where the 
endomysial: sheaths have been sectioned almost transversely. The fibrillar 
structure of the original sheaths is still recognizable. 
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indistinguishable from scar tissue. If, however, 
the section is searched for a place where the 
adjacent residual muscle fibres are cut in trans- 
verse section, the stroma has a stippled appear- 
ance. Under high power this is seen to be caused 
by the multitudes of short segments of incom- 
plete endomysial sheaths. Their walls, made up 
of coarse loose fibrils, are shown in Fig. 7. It 
might be objected that the difference between 
this and scar tissue is negligible because this will 
function like scar tissue. We think that this is 
very doubtful, for it has warp but no weft. 
Effusions of blood or cedema into these cylinders 
distend them and show them in their original 
fine structure. 


Thus when absorption of the infarct is com- 
plete the latter is represented by the blood 
vessels and condensed and re-colonized endo- 
mysium of the original muscle without new 
fibrous tissue formation. This explains how thin 
the wall of the left ventricle may become. 


There are probably exceptions to this general 
rule in the healing of infarcts, for it would seem 
possible that hemorrhages into the border of an 
infarct might clot and become organized into 
fibrous tissue as it does elsewhere. We are also 
excluding from this discussion the common scars 
caused by thickening of endomysial sheaths 
with coincident atrophy of muscle fibres, for 
those are outside the scope of this paper. Their 
origins are ill-defined and the residual lesions are 
bulkier than an absorbed infarct. In such a scar 
when the muscle bundles are sectioned obliquely 
the atrophied fibres appear continuous with their 
sheaths and generations of novitiates in histology 
have confused this appearance with coagulative 
necrosis. 


THE BIOLOGICAL SIGNIFICANCE OF THE 
CHANGES AFTER INFARCTION 


One of the main features which strike us in 
contemplating the reaction of the body to 
cardiac infarction is the admirable maintenance 
of status quo as far as is possible. The heart does 
not and cannot suspend function until a dram- 
atic repair can be made by granulation tissue 
and reconstruction by specialized tissue as 
happens in a fracture of a bone. 


From the beginning there is as little change as 
possible, Both massive lysis of necrotic tissue 
which would precipitate an immediate crisis 
in cardiac function and organization of hamor- 
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rhage which would produce later disturbance of 
cardiac anatomy, are equally avoided. 

The fibrillar skeleton of the heart, kept intact 
and free from proteolysis, is re-colonized by 
admirably restrained fibrocytes and eventually 
takes its place in the economy of the heart, serv- 
ing as a tendon instead of a contractile part. It is 
interesting to consider that much of the 
advocacy of prolonged bed rest as a treatment 
for cardiac infarction has been based on the 
belief that the infarct is slowly replaced by 
granulation tissue. If the latter concept is false, 
it remains to decide whether there is any 
feature of the histological changes which could 
be held as a determining factor in assessing the 
need for absolute rest. We feel doubtful whether 
there is. It is possible that the disappearance of 
cedema and condensation of the stroma in the 
first absorption zone towards the end of three 
weeks might make the lesion more stable. In 
general, however, repair is such a smooth pro- 
cess that we think that the clinical assessment 
of cardiac function should far outweigh any 
theoretical considerations based on histological 
changes. . 


SUMMARY 


To describe cardiac infarcts as being replaced 
by granulation tissue gives a false impression of 
what actually happens. 

In the peripheral part of an infarct there is a 
band where the stroma survives. In this band 
the dead muscle is rapidly absorbed, absorption 
being complete about the tenth day. The endo- 
mysium left behind here graduatly condenses as 
it loses its oedema fluid, but there is no new 
growth of fibrous or vascular tissue to form a 
scar. 

The central part of the infarct is absorbed 
more slowly by macrophages and its endomysial 
framework is re-colonized by fibroblasts and 
endothelial cells. The reticular fibres become 
thicker and hyaline with the passage of time 
but retain their previous orientation and are 
recognizable when seen in transverse section. 
The whole process illustrates the remarkable 
capacity of a functioning organ to adapt itself 
to disability with relatively little disturbance of 
structure. ; 

Clinical assessment of cardiac function is 
probably of much greater importance in de- 
termining the optimum period of rest than are 
the histological changes, 
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RESUME 


On ne peut prétendre que l’infarctus dans le myocarde 
soit remplacé par du tissu de granulation sans donner 
une fausse impression de la réalité. A la région péri- 
phérique d’un infarctus se trouve une lisiére de tissu 
dans laquelle le stroma survit. Dans cette lisiére le muscle 
mort est rapidement absorbé, l’absorption étant complétée 
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vers le dixiéme jour. L’endomysium qui reste se condense 
graduellement en perdant son liquide d’cedéme, mais il 
n’y a aucune croissance de tissu conjonctif ou vasculaire 
qui pourrait former une cicatrice. La partie centrale de 
linfarctus est absorbée plus lentement par les macro- 
phages et sa trame d’endomysium est envahie par les 
fibroblastes et les cellules endothéliales. Les fibres réticu- 
laires s‘épaississent et deviennent hyalines avec le temps 
mais conservent leur orientation et peuvent étre retracées 
dans les coupes transversales. Le tout illustre la remarqua- 
ble capacité d’un organe a s’adapter a une _infirmité 
avec relativement peu de perturbation dans sa structure 
et aucune interruption dans sa fonction. La période de 
repos devrait étre déterminée beaucoup plus d’aprés 
l’évaluation clinique de la fonction cardiaque que d’aprés 


les altérations histologiques. 





THE REVERSIBILITY OF 
ATHEROSCLEROSIS* 


G. C. WILLIS, D.T.M.&H., M.R.C.P.( Edin. ), 
F.R.C.P.[C.], Montreal 


THE QUESTION whether or not it is possible for 
experimentally induced atherosclerotic plaques 
to be resorbed has been investigated several 
times. An early study by Anitschkow' indicated 
that withdrawal of cholesterol from cholesterol- 
fed rabbits was followed by a gradual disappear- 
ance of lipid from the plaques. In large plaques 
it took two to three years for this to occur. In 
a recent study by McMillan and his colleagues? 
along the same lines, histological reorganization 
of plaques was noted but no decrease in arterial 
lipid content was detected chemically in animals 
killed at intervals up to six months. Indeed, their 
work demonstrated that atherogenesis in the 
cholesterol-fed rabbit proceeds for some time 
after withdrawal of cholesterol from the diet. 
They attribute this to the persistence of hyper- 
lipemia, the etiological mechanism in this ex- 
perimental procedure. This explanation would 
appear to be valid, as it is well recognized that 
atherosclerosis of cholesterol feeding is ac- 
companied by extensive lipid deposits through- 
out the body, particularly in the reticulo-endo- 
thelial system. Except in such conditions as 
xanthomatosis, this state of cholesterol satura- 
tion has no counterpart in atherosclerosis in 
man.’ It is not etiological in human athero- 
sclerosis and does not offer a barrier to resorption 


: 


*From the Department of Medicine and the University 
Clinic of the Montreal General Hospital. 


of plaques in the way that it does in the 
cholesterol-fed rabbit. 


Any approach to the study of resorption of 
atherosclerosis in experimental animals should 
thus have as its basis a method of inducing 
atherosclerosis without cholesterol feeding. As 
this has now become possible through the 
medium of scurvy in the guinea-pig,’ ascorbic 
acid treatment of such animals forms an ideal 
means of studying the reversibility of athero- 
sclerosis. 


MATERIALS AND METHODS 


A total of 77 male and female adult guinea-pigs was 
rendered scorbutic in the manner described in a previous 
communication.* After intervals of trom 21 to 30 days, 
50 of these animals were given ascorbic acid therapy 
and the remaining 27 were sacrificed. Ascorbic acid 
therapy consisted of a single intraperitoneal injection of 
75 mg. of sodium ascorbate followed by the liberal 
addition of ascorbic acid powder to the basic scorbuto- 
genic diet. The animals in this treated group were then 
sacrificed at intervals of time varying from 1 to 27 days. 

Twelve additional animals employed as controls were 
placed on the scorbutogenic diet for 42 days, with 
powdered ascorbic acid liberally added from the be- 
ginning. 

All animals were sacrificed by stunning and_ the 
thoracic aorta was dissected out and fixed in 10% 
formalin. Frozen sections were then made through the 
aortic arch and ascending and descending portions. As 
many sections as possible were obtained from each aorta 
and stained with Scharlach R for lipid. 

The extent of deposition of stainable lipid in the 
aortic intima was graded as in the previous communica- 
tion (i.e., + represented the earliest deposit of lipid, 
+++-+ was solid filling of the intima with lipid, and 
++ and -++-+ were intermediate). Careful note was 
made as to the morphology of the plaques under the 
different experimental circumstances. 


RESULTS 


No atherosclerosis was found in the control 
group of animals. The number of animals with 
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TABLE I.—INpIcATING THE NUMBER OF ANIMALS IN THE VARIOUS EXPERIMENTAL GROUPS 
WITH AND WITHOUT ATHEROSCLEROSIS AND THE DEGREE OF THE LESIONS IN THOSE SHOWING THEM 








Total With Without Average degree of 
Experiment animals atherosclerosis atherosclerosis atherosclerosis 
Scorbutogenic diet 42 days with ascorbic acid added ‘ 

SI TE IIE oni a oo cake ee ke ees asetens 12 0 12 0 
Scorbutogenic diet for periods of from 21 to 30 days 27 11 16 2.5+ 
Scorbutogenic diet for 21 to 30 days, then ascorbic 

SE See BO oak os A we vend iedass 25 9 16 2.5+ 
Scorbutogeniec diet for 21 to 30 days, then ascorbic 

AGE TOE FW ee Wy a isiik se ie ee cee cannes: 25 7 18 2.5+ 


atherosclerosis in the various groups and the 
average degree of their lesions is set forth in 
Table I. Variations in the morphology of the 
lesions were as follows: 


Atherosclerotic Lesions of Scurvy 


The earliest lesions were characterized by a 
diffuse deposit of stainable lipid along the in- 
ternal elastic membrane and in the immediately 
adjacent intima. This staining faded out gradu- 





Fig.1.—High power view of an early atherosclerotic 
lesion in a scorbutic guinea-pig. The dark internal elastic 
membrane and adjacent intima represents stained lipid 
(Scharlach R). 


ally at the extremities of the plaques, blending 
into apparently intact internal elastic membrane. 
A heaping up of lipid in the middle portion of 
such early lesions eventually extending to in- 
volve the whole thickness of the intima was seen 
in the intermediate and advanced plaques (Fig. 
~1). Macrophages were noted in small numbers 
only. Each individual plaque appeared as a con- 
fluent mass of stainable lipid with no fat-free 
areas associated. 


Atherosclerotic Lesions of Treated Scurvy 


After as little as two days of ascorbic acid 
therapy, the early atherosclerotic plaques stained 
less intensely with Scharlach R and soon lost 
their diffuse lipid deposit completely. Numerous 


macrophages meanwhile became apparent, some 
on the intimal side of the internal elastic mem- 
brane and some on the medial side (Fig. 2). All 
these macrophages stained intensely for fat. 
Later stages of the process were characterized 
by a decrease in the bulk of lipid within macro- 
phages. The end stages of lipid resorption were 
not detected, as this degree of atherosclerosis 
appeared to heal rapidly without permanent 
sequel. 

Advanced lesions of atherosclerosis presented 
quite a different pattern, being considerably 
more resistant to resorption. After a period of 
about seven days, large plaques were found to 
be no longer a confluent mass of lipid filling the 
intima. Instead, the lipid was aggregated into 
separate islands with lipid-free areas intervening 
(Fig. 3). Sometimes such islands had a few 
macrophages around them but often none were 
noted. Sometimes there appeared to be diffusion 
of lipid into the inner layer of the arterial media. 
Even after a further period of nine days, very 
little further change could be noted in such 
plaques. Although animals killed as long as 27 
days after the initiation of ascorbic acid therapy 





Fig. 2.—High power view of a plaque similar to that 
shown in Fig. 1. This plaque is undergoing resolution 
under the influence of two days of ascorbic acid therapy. 
Note that the extracellular stainable lipid is almost all 
gone while several lipid-laden macrophages are seen in 
apposition to the internal elastic membrane both on its 
intimal and medial surfaces (Scharlach R). 
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Fig. 3.—A low power photomicrograph of an advanced 
lesion of atherosclerosis in a formely scorbutic guinea- 
pig. This animal received ascorbic acid therapy for 16 
days. The lipid is now collected in pools with areas of 
lipid-free intima intervening. 


showed no lesions, the number of such animals 
was too smal] to warrant the conclusion that all 
lesions are reversed in this time. It was true, 
however, that there was a steady decline in the 
incidence of lesions in direct proportion to the 
duration of therapy. 


DIscuSssION 


The obstacle of hyperlipemia, which has 
thwarted the studies of resorption of lipid from 
atherosclerotic plaques of the cholesterol-fed 
rabbit, was avoided in this study and some in- 
sight was gained into the reversibility of athero- 
sclerosis comparable to the human type. 

The results of this investigation indicate that 
early lesions of atherosclerosis are quickly re- 
sorbed. The stages in this process are first a 
fading of lipid staining in the region of the 
internal elastic. membrane with later a disappear- 
ance of all extracellular fat. Active phagocytosis 
of lipid by macrophages occurs, and when these 
macrophages finally disappear no evidence of 
the lesion remains. 

More advanced lesions are considerably more 
resistant to reversal. Extensive lipid deposits 
clear in some parts of a plaque but islands of 
intensely staining lipid persist in other parts. 
The macrophage response to such areas is only 
slight. 

Assembling all these various phases of re- 
versal of the atherosclerotic plaque, a certain 
impression is gained as to the mechanism in- 
volved. It would appear that lipid diffusely de- 
posited in the intimal ground substance is easily 
resorbed. Such resorption is rapid, and as it is 
associated with a macrophage response of only 
moderate degree, it may well be that a portion 
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of the lipid is dealt with in some other way. The 
independent islands of lipid observed in the 
healing of advanced plaques appear to be no 
longer in a stratum of ground substance nor are 
they intracellular. Rather they seem to be inert 
pools of fat similar to the “cholesterol abscesses” 
described in human atherosclerosis. Only the 
surface area of such pools is in contact with 
resorptive processes and this may account for 
their resistance to healing. 

The reversibility of human atherosclerosis is, 
of course, a vital question. Following the ob- 
servation that total ascorbic acid depletion is 
common in human arteries’ and that ascorbic 
acid therapy is able to replace this deficit,° it 
was possible to make some correlation of human 
atherosclerosis with that observed in the 
scorbutic guinea-pig. On this basis, human 
atherosclerosis was studied by serial arteri- 
ography in 16 cases.® Ten of these cases received 
ascorbic acid therapy and six were untreated. 
Of the 10 treated cases, the plaques visualized 
radiologically became larger in three, remained 
unchanged in one and became smaller in six. 
There was no diminution in the size of the 
plaques in any of the six untreated cases while 
in three of them they became bigger. 

It seems likely that the histological changes 
associated with resorption of atherosclerosis in 
the human would be along the lines observed 
in this present study with guinea-pigs. 


SUMMARY 


Former studies into the reversibility of experi- 
mentally induced atherosclerosis had been 
seriously hampered by the persistence of the 
hypercholesterolemia essential for the produc- 
tion of the lesions. This hypercholesteroleemia 
actually causes atherogenesis to proceed even 
when cholesterol feeding is stopped. 

In the present study this difficulty is avoided 
by employing scorbutic guinea-pigs in which it 
had- previously been shown that atherosclerosis 
develops rapidly without cholesterol feeding. 
When ascorbic acid is given to scorbutic guinea- 
pigs, the early atherosclerotic lesions resorb 
quickly. The advanced lesions are considerably 
more resistant to reversal, apparently because of 
the islands of lipid whose only contact with the 
resorbing process is at the surface. 

A correlation is made between the athero- 
sclerosis of the scorbutic guinea-pig and that 
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observed in man, and the results of a previous 
study of ascorbic acid therapy in human athero- 
sclerosis are quoted. 
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RESUME 


Les résultats des travaux faits jusqu’A présent sur la 
réversibilité de l’athérome expérimental peuvent étre mis 
en doute 4 cause de la persistance de lhypercholes- 
térolémie nécessaire 4 la production de ces lésions. Cette 
hypercholestérolémie stimule l’athérogénése méme une 
fois que l’apport de cholestérol dans le diéte est supprimé. 
Cette difficulté a été contournée dans le présent travail 
par l’emploi de cobayes scorbutiques chez qui il a déja 
été démontré que l’athérome apparait rapidement méme 
sans apport particulier de cholestérol dans la diéte. Lors- 
que l’on administre de l’acide ascorbique 4 ces animaux 
les lésions athéromateuses d’origine récente se résorbent 
rapidement. Les lésions avancées sont beaucoup plus 
tenaces apparemment 4 cause des ilots de lipide dont le 
seul contact avec le processus de réabsorption est par la 
surface. L’auteur compare les lésions d’artériosclérose 
chez le cobaye et chez home; il se référe 4 des données 
obtenues précédemment dans le traitement de lartério- 
sclérose humaine par l’acide ascorbique. 





1000 CASES OF TONSILLECTOMY 
IN A PREPAYMENT PLAN: 
PREOPERATIVE AND 
POSTOPERATIVE HISTORY* 


HARDING leRICHE, B.Sc., M.D., 
Ch.B., M.P.H., F.S.S.t and 
W. B. STIVER, M.D., D.P.H.,+ Toronto 


PRESENT STUDY 


THE MATERIAL of the present study was ex- 
tracted from the records of Physicians’ Services 
Incorporated, Ontario. The assumption was made 
that physicians would list all tonsillectomies 
and that they would note all claims made for dis- 
eases connected with tonsillectomy. Since physi- 
cians are paid on a fee-for-service basis, it is im- 
probable that they would omit to send details of 
the work they have done. 

In order to obtain a picture of the prevalence 
of tonsillectomies in the various counties and dis- 
tricts of Ontario, a record was made of all tonsil- 
lectomies carried out under the comprehensive 
P.S.I. Plan—that is, the Medical, Surgical and 
Obstetrical Plan—during the period February to 
July 1955. 


*Read at the Annual Meeting of the Ontario Medical As- 
sociation, Toronto, May 7-11, 1956. 


+Research Medical Officer, Physicians’ Services Inc., To- 
ronto. 


tMedical Director, Physicians’ Services Inc., Toronto. 


The number of tonsillectomies during the six 
months was 4281, giving an annual rate in 1955 
of 19.8 per thousand. As on May 1, 1955, the 
P.S.I. comprehensive plan covered 449,131 par- 
ticipants in Ontario and 21,980 outside the prov- 
ince. Table I gives the annual tonsillectomy rate 
per thousand participants in those 12 counties 
and districts in Ontario which had more than 
10,000 participants. 


TABLE I.—ANNvAL TONSILLECTOMY RaTEs BASED ON A 
Srx-Montus’ Strupy (FesRuarRY To Juty 1955) oF THE 
P.S.I. CoMPREHENSIVE PLAN. TWELVE COUNTIES OF 
OnTaRIO Eacu Havine More Tuan 10,000 Participants 








Annual 
tonsillectomy 
rate per 
Rank 1000 
order County or district participants 
DF 385.5 cacde ss ccndw ewes 29.0 
Fo VR a Sos a4 3 iasmakxrp petike ae 24.2 
Sie, s PO a's onc 8 ow ke i Oe ee cn 24.0 
EE kine eas GP Kawah amend 23.6 
ism ORM alin hs c-cnn alea ara ad Pa ba 20.7 
CR WII ors er ea dia ded ee 18.6 
a A ho hat bed yr arata a os te aa 17.4 
ern IN geod aa Sard x alate laren ee 13.8 
MDP ORI sk as arcs aia gin Saree 13.6 
ROEM OI olathe oe wa ein eae 6.1 
Wie cM oa). as 4 alc aren ura tae are ns 5.0 
ae RONEN 4g o-8 oc wei oss Os relies 3.5 
All Counties in Ontario............ 19.8 


Because of the large numbers involved, these 
rates are stable and reliable. This table indicates 
the wide variation in the tonsillectomy rate in 
Ontario. Thunder Bay leads with a rate of 29 
per thousand, and Kenora is the lowest with a 
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rate of 3.5. For every person having a tonsillec- 
tomy in Kenora, about nine have the operation 
in the Thunder Bay district, seven in Lambton 
and Lincoin and Sudbury counties, six in Ontario 
county, five in Wentworth county, and about two 
in Carleton and Halton. 

The age distribution for tonsillectomy cases 
in Ontario is shown in Table II. 


TABLE II.—P.S.1. ComprEHENSIVE PLAN: PARTICIPANTS, 
By AGE Groups, WHO HAD THEIR TONSILS REMOVED 
DURING THE PERIOD FEBRUARY TO JULY 1955. 
PERCENTAGE OF ALL CASEs, 
MALES AND FEMALES COMBINED 


Per cent 

of all 

A ge cases 
Bs Is oh Cisse are Byker Aes ece ela eee oe eam 28.2 
Reg. cast aces XG Oa dis ance roe ewes 43.8 
BID es i crash Whe sec nnhia unin a Pee Rae aR 9.3 
Ree OMN se nivre: Shs wh athens -a ¢ Races ARE aare i Gaean at eae 3.0 
UN Si Ba ae At ted alt oe ee echa genes Os 4 3.6 
Ree MD A at ong pata aha aul Oni ee pad’ Ae errant 4.0 
EN NE se bean ace tng eh th Min ck IT ns 2.9 
SeED MEDI: Asa el twszrccercuack bain ete ete nae toed Ay 
MU 2 A rn Ds At Ot ee ellen set ial 0.9 
MA WWE 5 oo eis Sk Kaw Caw S seed a Sk So ROS 2:0 


The high frequency of the operation in chil- 
dren under the age of 10 years is usual and 
requires no particular comment. 

From a paper by Lossing™ on 3000 persons in 
the vicinity of Windsor, Ontario, it would appear 
that in this area increasingly higher percentages 
of all tonsillectomies are being performed in the 
earlier age groups. It is shown that 31.7% of the 
population had their tonsils removed at the time 
of the study, as of July 1, 1954, and that the 
highest percentage of tonsillectomized persons 
occurred in the age group 10-14 years (51.6% ). 
It is interesting to note from this work that the 
difference in tonsillectomy rates between mem- 
bers and non-members of a prepaid medical 
services plan was not significant. 

Another interesting finding was that in the 
rural areas the percentage of persons who had 
their tonsils removed was higher at all ages than 
in the urban areas. 


ILLNEss APPARENT BEFORE AND AFTER 
TONSILLECTOMY 


Having observed the wide variation in tonsil- 
lectomy rates in Ontario, we decided to make a 
detailed study of 1000 persons who had their 
tonsils removed. These cases were selected at 
random, most having had tonsillectomies carried 
out late in 1953 and early in 1954. Random 
sampling numbers were used to select cases. 
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History sheets were carefully perused, and a 
record was made of all those conditions prob- 
ably influenced by tonsillectomy, for one year be- 
fore and one year after the operation. The unit 
of measurement, which we used to indicate both 
the severity and the duration of disease, was the 
physician’s visit. These visits include office, 
home and hospital calls with the exception 
of hospital calls normal for surgery. For instance, 
most postoperative hospital calls in tonsillectomy 
cases would not be counted, as they are paid 
for in the inclusive fee for the operation. The 
assumption was made that visits during one year 
for certain diagnoses would give a good in- 
dication of the state of health of the individual 
concerned. We did not count disease episodes, 
as these were not recorded on the account cards. 

The conditions were classified under the fol- 
lowing headings: 

1. Acute nasal conditions, including sinusitis 
and rhinitis. 

2. Throat infections, including laryngitis, phar- 
yngitis, tracheitis, streptococcal throat and sore 
throat. 

3. Tonsillitis, including diagnoses like adenitis 
and hypertrovhic glands of the neck. 

4, Otitis media. 

5. Chest infections, which include diagnoses 
such as upper respiratory infection, influenza, 
coryza, bronchitis, bronchopneumonia and pneu- 
monia. 

6. Muscle and joint pains, including diagnoses 
of rheumatism, myositis, fibrositis, lumbago, scia- 
tica, rheumatoid arthritis, and peripheral neuritis. 

7. Allergic conditions, including hay fever, 
allergic rhinitis, and allergic asthma. 

Records were also kept for conditions such as 
rheumatic fever, scarlet fever, meningitis, 
mumps, measles, chickenpox, German measles, 
urticaria, roseola infantum, conjunctivitis, an- 
zmia, gastro-enteritis, suspected tuberculosis, 
stomatitis, glossitis, infectious hepatitis, derma- 
titis, poliomyelitis, whooping cough, cceliac 
disease, eczema, infectious mononucleosis and 
nephritis. These records were kept in the inter- 
ests of completeness, not necessarily on the 
supposition that they might relate to tonsillec- 
tomy. 

It will be noticed that the age composition of 
this group is similar to that of the larger group 
for which prevalence rates were calculated for 
the counties and districts of Ontario. 
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TABLE III.—Tonsitiectomy 1n A PREPAYMENT PLAN 
AGE Composition or 1000 Cases Struprep In DETAIL: 
MALE AND FEMALE CoMBINED 








Per cent 

of all 
Age groups cases 
Pe Whey cnntae lap ee bakes ewes ewes 35.5 
OA FO oh lie in gd cg ll We Sain ly wrote ated 40.6 
SO nis sa arig ras G giicaieg gears. alaceate Cau tea ae 9.3 
Bee erect ieee ee te hare 2.2 
NG a's vie hasan ews ebice wes ta meee eka 2.9 
MN 5 en i a a ak ete lk as 3.5 
I x sien a Gatos Wil ka coe Patecbw Lae 9046S Seas 2.8 
I 502094 Sas GS Kee ee ee waktaus poeas 1.6 
RII 5525 sd aS ira cain aie ats ae aiken ae 0.7 
iis eke canes tha Ria eeee ti 0.9 


These 1000 individuals were used as_ their 
own control group, so that a high degree of 
statistical stability resulted, in that, as far as it 
may be reasonably assumed, environmental in- 
fluences operative on individuals were constant, 
with the exception of the tonsillectomy and 
the anesthetic. As far as known, the tonsillec- 
tomy usually included an adenoidectomy. 

As far as we could gather, the anesthetic used 
was a general anesthetic in most cases. It was 
not apparent from the records which particular 
type of anzsthetic was used. 


Upper RESPIRATORY DISEASE IN THE 
TONSILLECTOMIZED GROUP AND IN A 
ConTROL GROUP 


As is shown in Table IV, there was a marked 
difference in the prevalence of certain diseases 
before and after tonsillectomy. As acute respira- 
tory disease often occurs in epidemics, as in 
conditions due to the influenza A, B and C 
viruses, the coryza virus, the virus of acute res- 
piratory disease (A.R.D.), primary atypical 
pneumonia (Jawetz> and Dingle et al.?). 
and to a lesser extent in bacterial infections, 
such as those due to the pneumococcus, Group 
A, hemolytic streptococcus, Staph. aureus, the 
Friedlander bacillus and H. influenzz, it could 
be claimed that the increase in the number of 
physicians’ calls in throat and chest infections 
before the operation might have been due to a 
particular epidemic situation. 

The fact that the rate of occurrence of com- 
mon respiratory diseases tends to decrease with 
age (McCorkle et al.’*) should also be noted. 

We therefore selected at random 422 children 
under 15 years of age with the same age and 
sex distribution as those in the tonsillectomy 

group, and studied the prevalence of respiratory 
and certain other diseases in this group. In these 
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children the prevalence of respiratory disease 
for 1953 was compared with 1954, as this period 
was similar to the period during which the ton- 
sillectomy cases were under observation. There 
were 854 children under the age of 15 years in 
the tonsillectomy group. 

It is difficult to compare the recent findings 
by McCorkle et al? with our material as 
these workers excluded streptococcal infections, 
non-streptococcal tonsillitis and pharyngitis, 
viral and bacterial pneumonias, influenza diag- 
nosed by virus isolation and allergic illnesses, 
from their study on tonsillectomy. 


TABLE IV.—CuILpREN UNDER 15 YEARS OF AGE 
Puysicrans’ Cantus: Rate per 1000 Cases Per ANNUM 


/ Control group 


Tonsillectomy group (no tonsillectomy) 





Type of Before After 
infection operation operation 1953 1954 
Pe ako sce 144.0 118.2 135.0 113.7 
Tonsillar, 

throat, aural.. 2392.2 503.5 658.8 628.0 
CMAGe ceca. 1086.6 870.0 590.0 651.7 
Muscular....... 10.5 24.6 0 7.1 
Rheumatic fever 112.4 12.8 37.9 4.7 
Scarlet fever... . 23.4 14.0 21.3 33.2 
Allergies. ...... 51.5 132.3 125.6 90.0 


In Table IV, we have expressed the prevalence 
rates per thousand for each of the major dis- 
ease categories before and after operation for 
the tonsillectomy group, and in 1953 and 1954 
for the control group. 

It will be noticed that there is no essential 
difference between the tonsillectomy group and 
the control group in regard to nasal conditions. 
There is a marked reduction in prevalence of 
acute throat disease in the group, comprising 
706 patients, who had undergone tonsillectomy. 
Prevalence of throat disease was the same dur- 
ing the two years in the control group. 

There is evidence of a reduction of prevalence 
in acute chest disease in the tonsillectomized 
group, but this prevalence is still somewhat 
higher than in the children who had not under- 
gone the operation in the control group. 

From our evidence, therefore, it is reasonable 
to assume that the reduction in throat disease 
in the tonsillectomy group was due to the re- 
mova! of the tonsils and adenoids and that the 
occurrence was not fortuitous. The average 


number of physicians’ calls per person in the 
tonsillectomy group was 3.9 before operation 
and 1.7 after operation. In the control group, the 
average numbers of calls were 1.6 in 1953 and 1.5 
in 1954. In the tonsillectomy group, 86.5% were 
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ill at one time or another in the year preceding 
the operation, and 67.1% were ill on one or 
more occasions after the operation. In the con- 
trol group 40.5% had some form of upper res- 
piratory disease during 1953, and 42.0% had 
some form of upper respiratory disease in 1954. 

Of the group of 135 persons in whom there 
is no record of respiratory or throat disease 
before the tonsillectomy, 57.0% had been ill on 
one Or more occasions in the year succeeding 
the operation. On the average each person in 
this group had 0.7 calls during the year after 
the operation. 

From this it would appear that the group of 
135 constitute a particularly healthy segment of 
the population. They are apparently less sus- 
ceptible to respiratory infections than even the 
control group, as is indicated by their low aver- 
age number of calls per person after the opera- 
tion, before which event they had no recorded 
physicians’ calls. In the face of all the available 
evidence there would appear to have been no 
need for tonsillectomy in this group, which has a 
postoperative physicians’ call rate per thousand 
of 7.4 for nasal conditions, 281.5 for throat ail- 
ments, 34.7 for chest conditions, all substantially 
lower than rates shown in Table IV. 

For the purpose of the present analysis, these 
conditions, which form a clinical unity, were 
grouped together. For each patient, the calls 
were counted before and after operation. The 
difference was found, and the standard errors 
were calculated, as described by Mainland." 
Our hypothesis, thaf there would be the same 
number of calls before and after operation, was 
proved incorrect, as there were considerably 
more calls before the operation than after 
(Table V). Statistical significance is assumed 
when a mean difference is 3 times or more its 
standard error. For the above groups, this figure 
varied between 7 and 11.1. The excess of pre- 
tonsillectomy calls is, therefore, statistically 
highly significant. 

A different type of analysis was then at- 
tempted. For this particular group of conditions 
it was assumed that a patient was benefited if 
calls decreased after the operation, and did not 
benefit if calls increased. According to these 
criteria 81.4% improved, 7.4% remained static, 
and 11.2% did not benefit from the operation. 

From the present group, if only cases of otitis 
media are considered, 68.0% of children under 
the age of five years benefited from the opera- 
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TABLE V.—DrAcNoses or ToNSILLITIS, PHARYNGITIS, 
LaRYNGITIS, TRACHEITIS, STREPTOCOCCAL AND OTHER 
SorE THROATS, HypERTROPHIC Neck GLANDs, OTITIS 
MepiA: ANALysIs OF CALLS BY AGE GROUP 
THROAT, TONsILs, NECK GLANDS 


Excess of average 
calls per patient before 
compared with after 








Sex Age group tonsillectomy 
Standard 
Mean error 
Male 0- 4.9 3.33 + 0.35 (S) 
Female O- 4.9 3.33 + (0.34 (S) 
Male 5- 9.9 2.6 + (0.25 (S) 
Female 5- 9.9 2:2 + (0.27 (S) 
Female 10 - 14.9 1.4 + (0.20 (S) 
Male 10 - 14.9 
Male and female 15 - 45 3.9 + 0.35 (S) 


“S” indicates statistical significance. 


tion. In older persons, 48% appeared to benefit. 
It may be noted here that Kaiser,* from the re- 
sults of a study of 4400 children in the United 
States, also concluded that, in regard to otitis 
media, small children under the age of 6 
benefited most by tonsillectomy. In a recent 
review, Wishart’? particularly stresses the 
importance of tonsillectomy and adenoidectomy 
in the conservation of hearing in children. These 
authors point out the need for carrying out of 
adenoidectomy under vision, in order to clear 
all lymphatic tissue from the entrance of the 
Eustachian tube into the pharynx. 

It is interesting that Godwin,‘ working in 
Liverpool, on examining 400 children about 15 
months after tonsillectomy, found that enlarged 
cervical glands were cured in 59%, frequent 
sore throats in 72%, frequent colds in 65.4%, 
otalgia in 58% and snoring in 78.5% of cases. 


ACUTE NASAL INFECTIONS INCLUDING DIAGNOSES 
OF RHINITIS AND SINUSITIS 


The excess of physicians’ pre-tonsillectomy 
over post-tonsillectomy calls is shown in Table 
VI. There were 68 patients in this group before 
the operation. There was, of course, some over- 
lapping of diagnostic categories, as one person 
may have suffered from a number of conditions 
during the period under review. 


TABLE VI.—AcuTs Nasa INFECTIONS 





Excess of average calls 
per patient before 
compared with after 





tonsillectomy 
Standard 
Sex Age group Mean error 
Male and female 0-9.9 12 + 0.13 (S) 
Male and female 10+ 1.7 + (0.32 (S) 





Canad. M. A. J. 
July 15, 1957, vol. 77 


In this group also, the operation appears to 
have been beneficial in terms of reduction of 
physicians’ calls. On an individual basis, 52% 
of 68 persons who had acute nasal infections 
before the operation appeared to derive ad- 
vantage from the operation. But reference to 
Table IV will suggest that some of this advantage 
may have been due to factors other than the 
operation, as the control group in 1954 also had 
a low rate compared with 1953. That sinusitis 
is fairly common in childhood is perhaps not 
sufficiently realized. From the above experience, 
only moderate success can be claimed in indi- 
vidual cases of acute nasal disease. 


TABLE VII.—Cuest INFEcTIONS: ANALYSIS OF CALLS 
BY AGE GrRouPS 





Excess of average calls 
per patient before 
compared with after 





tonsillectomy 
Standard 

Sex Age group Mean error 
Male 0-4.9 1.4 + 0.65 NotS 
Female 0-4.9 1.2 + 0.37 S 
Male 5-9.9 2.0 +054 §S 
Female 5-9.9 1.5 +0.51 S 
Male 10+ 2.1 +0.28 §S 
Female 10+ 2.4 + 1.25 NotS 


Cuest INFECTIONS, INCLUDING suCH DIAGNOSES 
AS Upper ReEsprraToryY INFECTION, Coryza, 
INFLUENZA, BRONCHITIS, BRONCHOPNEUMONIA 
AND PNEUMONIA 


Table VII shows the excess of average calls 
per patient for the chest infections listed above, 
before compared with after tonsillectomy. There 
were 342 patients in this group before operation. 

In four out of six age groups there was a 
statistically significant reduction in physicians’ 
calls for acute chest conditions after the opera- 
tion. On an individual basis, 54% of people ap- 
peared to derive benefit from the surgical pro- 
cedure. From this material, it is impossible to 
state the exact virus or bacteriological diagnosis 
of the chest conditions for which tonsillectomy 
would appear to be the most effective. 


In a follow-up study of 598 cases of tonsil- 
lectomized children, Johnston and Watkins® 
found some improvement in certain cases of 
children with bronchitis, but, as in the present 
instance, the results were not so striking as may 
be expected in cases of actual tonsillitis. We 
would suggest that the prevalence of certain 
cases of bronchitis and pneumonia decreases 
after removal of infected tonsils. 







~ 


LERICHE AND STIVER: TONSILLECTOMY 113 


Scadding’® has classified pneumonia into 
three main groups—bacterial, viral and aspira- 
tion. He defines aspiration pneumonias as “those 
due to failure of the normal defenses of the 
respiratory tract, allowing organisms not specifi- 
cally pathogenic to gain access to the pulmonary 
acini . . . their later course being influenced by 
the bacterial flora.” Amongst those included in 
this group are patients whose pneumonia follows 
acute or chronic catarrh of the upper respiratory 
tract and those who are the subjects of long- 
standing pulmonary disease, such as chronic 
bronchitis (Shaw and Fry**). 

In investigating the association between 
persons having suffered from throat infection, 
tonsillitis and otitis media and chest infections, 
we found that 37.2% of the “throat” group also 
suffered from chest conditions during the same 
period. Of those with chest conditions, 73.1% 
suffered from acute throat conditions or otitis 
media. These figures refer to the state of affairs 
before the operation. From this we may conclude 
that most people in our series with acute chest 
conditions also had infected throats during the 
year prior to tonsillectomy, but that only about 
one-third of these with acute throats also had 
acute chest conditions. 


An attractive hypothesis here would be that 
when a child suffers frequently from acute chest 
infections, the tonsils have been previously acting 
as a focus of infection for some time. In other 
words, the acute chest infections, such as bron- 
chitis and pneumonia, develop because the 
tonsillar lymphatic defence system has collapsed, 
and in the collapse the tonsils act as a source of 
infected material continuously running by 
gravity into the lungs. On the other hand, there 
are infections apart from influenza such as, for 
instance, “acute respiratory disease” (A.R.D.) 
of virus origin, which manifests itself as an 
acute febrile bronchitis combined with a sore 
throat and constitutional symptoms ( Dingle’). 

In a group of 81 persons (70 under the age 
of 15 years) who had a history only of chest 
infections before tonsillectomy, there was an 
average of 2.5 calls per patient before the opera- 
tion, and 0.8 after the operation. The difference, 
1.7 + 0.30, is statistically significant. In these 
children, therefore, with chest symptoms 
dominant and with no history of acute throat 
disease, tonsillectomy also appeared to be 
beneficial. 
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ASTHMA AND ALLERGIC RHINITIS 


Before the operation 18 persons suffered from 
asthma or allergic rhinitis. Of these 10 had fewer 
calls under this heading after the operation, the 
rest having more calls. Six persons developed 
asthma or allergic rhinitis after the operation. 
From the data, it was not clear whether a firm 
distinction was drawn between “allergic asthma” 
and bronchitis. Sufferers from allergic rhinitis 
stated as such did not benefit from the opera- 
tion. Numbers are too small for any firm con- 
clusion to be reached in regard to asthma and 
tonsillectomy. Hedstrém’ found that the opera- 
tion had no appreciable effect on asthma. 


SCARLET FEVER 


Twelve children developed scarlet fever 
before the operation and four others after the 
procedure. Numbers are obviously too small for 
any firm conclusions to be reached from these 
data. If the tonsils are harbouring erythrogenic- 
toxin producing hemolytic streptococci, their 
removal should somewhat decrease the chances 
of the patient developing the disease, but this 
could hardly influence the carrier rate, because 
many children without a rash harbour hzmo- 
lytic streptococci in their throats and noses, 
which may cause scarlet fever in other children. 


RHEUMATIC FEVER 


It is generally accepted that the onset of 
rheumatic fever bears a relationship to prior in- 
fection with a strain of group A beta hemolytic 
streptococci. The relationship is indirect and is 
in the nature of a state of hypersensitivity. In 
our series six children had rheumatic fever 
before the operation, and four others developed 
it after operation. 


NEPHRITIS 


Three children had nephritis before the opera- 
tion and one developed it afterwards. There is 
no evidence that tonsillectomy per se would 
influence individual cases of rheumatic fever or 
nephritis, but their removal would reduce the 
prevalence of acute throat infections, which 
would be to the advantage of the patient con- 
cerned. 


MuscLE AND JOINT CONDITIONS 


This group included diagnoses such as rheu- 
matism, rheumatoid arthritis, lumbago, sciatica, 
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peripheral neuritis, myositis and fibrositis. In 
the 20 individuals concerned, there was no 
change in the number of physicians’ calls before 
and after the tonsillectomy. No evidence of 
benefit from the operation was found. 


Discussion 


From the excellent study of the late Sir James 
Spence and associates on about 1000 families 
of Newcastle-upon-Tyne,'’ on children in the 
first year of life, the preponderance of respiratory 


‘infection over other illnesses is striking. Of 


all disease episodes, 57% were respiratory, 
ranging from severe colds and _tonsillitis to 
bronchitis and pneumonia. After respiratory dis- 
ease the next most common was illness character- 
ized by vomiting and diarrhoea, 9%, then in- 
fectious fevers and skin sepsis worth about 7% 
each. 

In correlation studies from this work, it was 
found that children from wealthier homes had 
fewer respiratory illnesses than those from 
poorer homes. This was especially marked in 
relation to bronchitis and pneumonia. Pertussis 
and severe colds were apparently not affected 
by social class. Overcrowding increased upper 
respiratory disease, except severe colds. 

In infants, susceptibility to upper respiratory 
disease, including sore throat, was found by 
Helen MacKay" to be related to lack of iron in 
the diet. Infants on a purely milk diet had con- 
siderably more episodes of respiratory tract dis- 
ease (and digestive tract disease) than those 
with additional supplies of medicinal iron. This 
information is a potent argument for adequate 
supplies of dietary iron relatively early in 
infancy. In our present group, anemia was diag- 
nosed in 64 cases. 

In work carried out on Bantu boys in South 
Africa, leRiche and associates’® found that the 
children on the less adequate diet remained ill 
for a longer period for each illness than those 
on the good diet. The episodes of illness were 
mainly respiratory and acute gastro-intestinal 
infection and skin sepsis. 

We have no direct information on the socio- 
economic status of the 1000 cases of tonsillec- 
tomy in our present series, with the exception 
that they are dependents of employees, or 
are themselves employed by industry in Ontario. 
It would be reasonable to assume that most of 
the people in this group can afford basic 
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standards of housing and food. They are a 
relatively favoured group. The average industrial 
wage in Ontario is in the region of $3000 per 
annum. ; 

Tonsillar hypertrophy as such is no indication 
for operation unless there is obvious obstruc- 
tion to throat or nose, as such hypertrophy may 
be due to allergy.*»® Tremble'® has recently 
pointed out that it is often difficult to decide 
whether a tonsil is infected or not. The cheesy 
plugs found in the crypts are epithelial debris 
and not necessarily pus. From our evidence it 
is clear that it is essential to consider the history 
of the patient as well as the appearance of the 
tonsils before deciding on tonsillectomy. 

The operation is most useful in conditions 
directly associated with the throat, under diag- 
noses of tonsillitis, streptococcal throat, laryn- 
gitis, tracheitis, pharyngitis, cervical adenitis, 
otitis media and tubal blockage. It is indicated 
after quinsy. As recommended by Banks, 
diphtheria carriers should have their tonsils 
cleanly removed. From our data, it is moderately 
useful in sinusitis and non-allergic rhinitis, but 
in this group only 52% of individual cases were 
benefited. It is not indicated in allergic rhinitis 
and probably not in allergic asthma. There is 
some advantage in recurrent acute chest infec- 
tions in which 54% of persons derived a degree 
of benefit. In a small number of chest conditions, 
the operation was of use in the absence of 
recorded throat signs or symptoms. 

As far as scarlet fever, nephritis, rheumatic 
fever and acute muscular and joint conditions 
are concerned, our data are inconclusive. Num- 
bers involved are small, and obviously decisions 
would have to be made on an individual basis. 


SUMMARY 


1. From a study of 4281 tonsillectomies done 
in six months of experience in the comprehensive 
plan of P.S.L, the average rate for Ontario came 
to 19.8 operations per 1000 participants per 
annum in 1955. 

2. In different geographic areas in the prov- 
ince, all having more than 10,000 participants, 
annual rates per 1000 varied from 3.5 to 29.0. 

3. A randomly selected sample of 1000 cases, 
mainly in children, was next studied in detail in 
regard to physicians’ calls for one year before 
and one year after the operation. Calls were 
classified by diagnostic categories. One patient 
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could have had more than one disease, so that 
there was some overlapping of diagnoses. Most 
of the tonsillectomies were carried out late in 
1953 and early in 1954. 

4. In 706 patients having diagnoses referable 
to acute throat infections, there was a marked, 
statistically highly significant, reduction in phy- 
sicians calls after the operation. 

5. There was a statistically significant post- 
tonsillectomy reduction in calls due to acute 
nasal infections. There were 68 cases in this 
category before the operation. On an individual 
basis 52% of patients benefited. For reasons 
given in the text some of this benefit may have 
been due to causes other than the operation. 

6. In 342 patients with acute chest infections 
before the operation, statistically significant post- 
tonsillectomy decreases were noted in four out 
of six age groups. On an individual basis, 54% 
of persons derived benefit from the procedure. 

7. A small number of patients, 81 in number, 
with prior history of acute chest infections but 
no sore throats, also appeared to benefit from 
the procedure. 


8. No benefit was demonstrated in cases of 
allergic rhinitis. 

9. Numbers were, too small to allow for 
definite conclusions in regard to allergic asthma, 
scarlet fever, rheumatic fever, nephritis, and 
muscle and joint pains. 


10. In 135 cases, there was no history of any 
respiratory or throat disease for one year before 
the operation. After the operation, this group 
had much less disease than the rest of the 1000 
or than the 422 in the control group who had 
no surgery. It is concluded that they formed a 
healthy segment of the population and that the 
decision for the operation in these cases was 
probably based on the appearance of the tonsils 
and not on the prior history as well. 


We wish to express our thanks to Dr. Glenn Sawyer, 
Executive Secretary, Ontario Medical Association, for 
his encouragement and interest in this project. Similarly 
we wish to express our appreciation for comments and 
suggestions to Dr. Neil McKinnon, School of Hygiene, 
University of Toronto; Dr. Alan Brown, Toronto; Dr. 
John Dingle, Western Reserve University, Cleveland, 
Ohio; Dr. J. C. Rathbun and Miss Katherine Laughton, 
University of Western Ontario, London; and Dr. Donald 
Mainland, Bellevue Medical Center, New York. 


The staff of the Research and Statistics Department of 
P.S.I. did an excellent job in preparing the statistical 
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of the Board of the Corporation. 

The views and opinions expressed are, of course, those 
of the authors. 
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RESUME 


D’aprés une étude statistique de 4281 amygdalec- 
tomies pratiquées dans une période de six mois sous 
le plan élargi de P.S.I. (Physicians Services Incorpor- 
ated), le taux moyen pour la province d’Ontario fut 


FUNKENSTEIN TEST 
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de 19.8 interventions pour 1000 abonnés par année, en 
1955. Dans différentes régions géographiques de la 
province ayant chacune plus 10,000 abonnés, le taux 
annuel varia de 3.5 4 29.0 pour 1000. Un échantillon 
de 1000 cas pris au hasard, comprenant surtout des 
enfants, fut examiné en détail par rapport au nombre 
de visites 4 domicile du médecin, un an avant, et un 
an aprés l’opération. Les visites furent groupées en caté- 
gories d’aprés les diagnostics; cette méthode introduisit 
un léger empiétement 14 ot deux diagnostics furent 
posés simultanément. Chez 706 malades dont les diag- 
nostics se rapportaient 4 une forme quelconque d’angine 
aigué, on observa une diminution considérable, d’import- 
ance statistique, dans le nombre des visites aprés l’opéra- 
tion. Un état de chose comparable, mais 4 un moindre 
degré, se produisit dans le groupe des infections nasales 
aigués; 52% des malades s’améliorérent. I] se peut cepen- 


- dant que l’opération n’ait pas été nécessairement la cause 


de cette amélioration. De méme, dans le groupe des in- 
fections thoraciques, 54% d’un groupe de 342 malades 
accusérent une amélioration aprés amygdalectomie. On 
nota méme un certain nombre de ces infections sans 
lésions pharyngées associées qui régressérent dans ces 
circonstances. Les rhinites allergiques ne répondirent 
pas a ce traitement. Dans 1385 cas on ne put relever 
aucun passé infectieux de la gorge ou des voies respira- 
toires pendant l’année précédant l’opération. Il va sans 
dire que ce groupe se porta encore mieux aprés l’opéra- 
tion que le reste des 1000 ou que les 422 cas contréles, 
qui ne passérent pas par la chirurgie. Ces personnes 
étaient problablement en santé; la décision de procéder a 
une amygdalectomie chez elles fut sans doute basée beau- 
coup plus sur l’apparence des amygdales que sur la 
recherche d’un processus inflammatoire. 





CLINICAL APPLICATIONS OF 
THE FUNKENSTEIN TEST TO 
PSYCHIATRIC PATIENTS* 


YVES ROULEAU, M.D. and 
MAURICE COULOMBE, M.D., 
, Quebec, P.Q. 


THE DEVELOPMENT of psychiatry and psychology 
has given rise to various tests, most of them 
dealing with the appraisal of the I.Q. or the 
projection of the personality. These tests are now 
in common use, and though they are not the 
chief factor in the psychiatric diagnosis, they 
give valuable clues. On the other hand, psy- 
chiatrists must try to improve their understand- 
ing of the biological variations and perturbations 
accompanying any mental state and should if 
possible be able to evaluate the adaptive 
mechanisms of the body, which now is no easy 
task. The test devised by Funkenstein is a very 
interesting effort in this direction. 

Years ago, Claude Bernard recognized that 
the composition of the blood and tissue fluids 
*From the Department of Psychiatry, Laval University, 


St. Michel-Archange Hospital and Psychiatric Services of 
St. Sacrement and l’Enfant-Jésus Hospitals, Quebec. 





varies only within narrow limits. This relative 
constancy of the milieu intérieur Cannon de- 
scribed as homeeostasis and he explained how, 
because of compensatory mechanisms, normal 
conditions of the organism are maintained dur- 
ing and after stress. It is on this concept of 
homeeostatic balance that the Funkenstein test 
is based.1 Homeeostatic variations are studied 
by recording the systolic blood pressure after 
an injection of epinephrine and later of Mecholyl 
(acetyl-beta-methylcholine chloride). From the 
reactions in normal subjects, Funkenstein found 
that: (1) electroshock therapy has a favourable 
outcome in patients with certain types of reac- 
tion; and (2) a parallelism exists between the 
psychological picture and the physiological pic- 
ture. 


TECHNIQUE 


The first step is to determine the basal blood 
pressure. After fasting for two hours, the patient 
lies down in a quiet room for half an hour before 
the systolic blood pressure is taken. When the 
patient is anxious, we must sometimes wait for 
an hour. In most of our patients the basal sys- 
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Fig. 1.—Systolic blood pressure, Group I. 


tolic blood pressure was obtained without diff- 
culty, but some showed varying degrees of ten- 
sion even after prolonged rest. Experience 
taught us that the blood pressure returns to a 
constant rate after the injection of epinephrine. 

After the blood pressure has been determined, 
the patient is given an intravenous injection of 
0.05 sr 0.025 mg. of synthetic epinephrine. There 
is a sharp rise in the systolic blood pressure, 
which returns to the basal rate in a relatively 
short time, between four and six minutes. The 
patient’s subjective reactions, especially his anxi- 
ety reactions, are observed. When these reactions 
are pointed out to him, the patient describes 
them as familiar experiences. Ten minutes later 
10 mg. of Mecholyl is injected intramuscularly 
and the systolic blood pressure is recorded 
every minute for a period of 25 minutes. The 
curves are plotted on graph paper with 0.25- 
inch squares, each square representing a systolic 
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Fig. 2.—Systolic blood pressure, Group II-III. 
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Fig. 3.—Systolic blood pressure, Group IV. 


blood pressure of 10 mm. Hg and two minutes 
of time. 


Funkenstein classified the curves as follows: 


Group I. Epinephrine—Rise in systolic blood pressure 
in excess of 50 mm. Hs (25 mm. Hg with 0.025 mg. 
of epinephrine). Mecholyl: Slight fall in systolic blood 
pressure with early rise above the pre-injection level 
and failure to return to the pre-injection level during 
the 25-minute observation period. 


Group II-III. Epinephrine—Same reaction as in Group 
I. Mecholyl: Moderate or slight fall in systolic blood 
pressure with or without slight rise above pre-injection 
level but with establishment of homeeostasis, i.e. return 
to pre-injection level of blood pressure and maintenance 
of it within the 25-minute observation period. 


Group IV. Epinephrine—Same reaction as in Groups 
I and II-III. Mecholyl: Moderate fall in systolic blood 
pressure with marked compensatory delayed rise before 
establishment of homeeostasis (return to pre-injection 
level and maintenance of it for three to five minutes 
within the 25-minute observation period). 
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Fig. 4.—Systolic blood pressure, Group V. 
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Group V. Epinephrine—Rise in systolic blood pressure 
of 50 mm. Hg or less. Mecholyl: Fall in systolic blood 
pressure with failure to reach pre-injection blood pres- 
sure level within the 25-minute observation period. 
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Fig. 5.—Systolic blood pressure, Group VI. 


Group VI. Epinephrine—Rise in systolic blood pressure 
in excess of 50 mm. Hg. Mecholyl: Fall in systolic blood 
pressure with failure to reach pre-injection level within 
the 25-minute observation oad. 
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Fig. 6.—Systolic blood pressure, Group VII. 


Group VII. Epinephrine—Same reaction as in Group 
VI. Mecholyl: Same reaction as in Group VI plus a 
chill. 


Analyzing these groups, Funkenstein found 
that 80% of normal subjects not under stress 
are in Group II-III and that mental patients are 
found in all the groups, as we shall see later. 

Because of the practical interest of this test, 
we undertook an assessment of its value. A 
total of 402 tests were performed on 236 patients. 
The tests were done by six operators who, for 
the most part, were not informed of the clinical 
diagnosis. In doubtful cases, a duplicate test 
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was made by another operator, who was not 
aware of the curve previously obtained. It was 
found that the results did not vary significantly 
from one operator to another, and that tests 
on the same patient did not vary much even 
when done under different conditions. 


TABLE I.—CL.assIFICATION OF PATIENTS ACCORDING 
To GrRouP 


I-lll IV V 
Psychoses 175 30 26 





Total 236 7 VI-VII 


31 15 73 








Neuroses 61 13 21 Le 5 5 


Findings.—The classification of our 236 pa- 
tients according to group is shown in Table I. 

In Table II the percentages of psychoses found 
in our study are compared with those in Funken- 
stein’s series.» The most significant differences 
are in Groups II-III and IV. 


TABLE II.—PERcENTAGE oF Torat No. or PsycHorics 
IN Eacu Group 


I JI-ll IV V 


ah / VI-VII 
Funkenstein 1% 37% 3% 1% 50% 
Present Study 17% 14% 17% 8% 41% 


From Table III it will be seen that of the 175 
patients with clinically diagnosed psychoses, the 
schizophrenics were found to fall mostly into 
Groups I and IV and the manic depressives 
into Group VI-VII. These rates are compared 


TABLE IIJ.—C.assiricaTIion oF 175 PATIENTS WITH 
CLINICALLY DIAGNOSED PsyCHOSES 
Total I He-TiI IV V VI-VIlI 
Schizo- 87 24 16 22 13 12 
phrenia 


Manic 
depressive 
psychosis 71 4 3 | 0 60 


Others 
(involutional 
and post- 
partum 
psychoses, 
etc.) iv 





1 5 5 1 5 


with those of Funkenstein in Table IV. The 
widest variations were encountered among the 
schizophrenics. The schizophrenics in our series 
were chiefly in Groups I and IV, and as the dis- 
ease progressed those in Group IV tended to 
shift towards Group I, whereas in Funkenstein’s 
series the schizophrenics were chiefly in Groups 
II-III and VI-VII. Although Funkenstein separ- 
ated manic depressive patients and those with 
involutional psychosis, we grouped them to- 
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TABLE IV.—PERcEnNTAGE or Tota No. or PsycHoses ACCORDING TO DIAGNOSIS 
































I II-III IV V VI-VII 
Schizophrenia............ 14% 52% 2% 2% 27% 
Funkenstein Manic-depressive and | - 
involutional psychosis. . 9% 37% 0% 0% 53% oe 
2% 8% 8% 0% 81% 
CO eS eee ee 0% 50% 20% 20% 10% 
Present study ” Schisophrenia balaarmmaniel cos 27% 18% 25% 14% 14% 
Manic-depressive and 
involutional psychosis. . . 5% 4% 5% 0% 84% 
ed edawisccybsains 5% 29% 29% 5% 29% 


gether, since for practical purposes this distinc- 
tion has no significance. In this category our 
findings are in agreement with those of Funken- 
stein except for Group II-III. The majority of 
patients in Group VI-VII had manic depressive 
psychosis. 


TABLE V.—PERCENTAGES OF ToTAL PSYCHONEUROSES 
I II-III IV V 














VI-VII 
Funkenstein 16% 41% 8% 0% 33% 
Present study 21% 34% 27% 8% 8% 


In the case of the psychoneuroses (Table V), 
a considerable difference is observed between 
our Groups V and VI-VII and those of Funken- 
stein. Possibly this variation is due to differences 
in clinical diagnosis. We did not include among 
the psychoneurotics those in simple depressive 
state, a great deal closer to melancholia than to 
neurosis. Be that as it may, repeated tests in 
our psychoneurotic series never enabled us to 
classify them in Group VI-VII. We have not 
been impressed by the frequency of subjective 
phenomena relating to anxiety, which were 
scarce in psychotics and not much more frequent 


depressive involutional psychosis, postpartum 
psychosis, and acute schizophrenic reactions. (b) 
Schizophrenics are most numerous in Groups I 
and IV; those in Group IV tend to shift towards 
Group I as the disease becomes chronic. (c) 
Psychoneurotics are distributed in Groups I, 
II-III and IV, and are rarely seen in Group VI- 
VII. 


RESULTS OF TREATMENT 


Most of the patients whose condition was im- 
proved by electroshock therapy (ECT) were in 
Group VI-VII, the majority being manic de- 
pressives (Table VI).‘ These figures are in agree- 
ment with those of Funkenstein (Table VII), 
who also found that patients in Group VI-VII 
had a good prognosis with ECT. 

Patients who did not respond to ECT were 
given insulin shock treatment. Most of the 
schizophrenics showed no improvement, but 


manic depressives of Groups II-III and IV were 
helped (Table VIII). 


TABLE VII.—PERcENTAGES OF PATIENTS IMPROVED 
BY ELECTROSHOCK THERAPY 


























in psychoneurotics. I I-lI IV V_ VI-VII 
From our observation of the psychoneurotic Funkenstein 0% to 
; : 7 oO 
groups among mental patients, we noticed that: 17% 39% = 9% = 10% 983% 
(a) Group VI-VII contains patients with manic Present study 4% 31% 0% 0% 8% 
TABLE VI.—Patients TREATED BY ELECTROSHOCK THERAPY 
II-III IV VI-VIT | 
Imp. Unimp. Imp. Unimp. Imp. Unimp. Imp. Unimp. Imp. Unimp. 
Schizophrenia 
73 0 21 a2 13 0 16 0 11 6 £ 
Manic depressive 
psychosis 
68 : 3 +t 0 0 4 0 0 50 6 


Imp. = Improved. 
Unimp. = Unimproved. 
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TABLE VIII.—Patients TREATED BY INSULIN Coma 





1 II-III 








IV V -VI-VII 
Imp. Unimp. Imp. Unimp. Imp. Unimp. Imp. Unimp. Imp. Unimp. 
Schizophrenia 
24 1 7 3 d 0 3 2 3 0 1 
Manic depressive 
psychosis 
11 2 3 3 3 
Imp. =Improved. 


Unimp. = Unimproved. 


PARALLELISM BETWEEN PSYCHOLOGICAL AND 
PHYSIOLOGICAL PICTURE 


1. In most of the patients treated by ECT, 
clinical improvement was accompanied by a 
shift towards Group II-III (Table IX). 

2. Patients who improved when given insulin 
shock treatment tended to return to Group II- 
III; the others either did not change their group 
or shifted towards Group I (Table X). 


TABLE IX.—Patients TREATED BY ELECTROSHOCK 
THERAPY AND CONTROLLED AFTER IMPROVEMENT 





Before After 

Manic depressive psychoses....... VI II-III 
24 24 

II-III II-III 
| 4 

PON isn oi cnccdewawnewns VI II-III 
4 4 


TABLE X.—Contro. TEstTs ON 
SCHIZOPHRENIC PATIENTS TREATED BY INSULIN CoMA 














“Before : After 
Groups Groups 
Improved...... I lease II-III 
II-III 3 cases II-III 
V 1 case V Relapse 
VI 1 case IV Relapse 
Unimproved.... Groups Groups 
I 6 cases I 
II-III 3 cases IV I 
1 case I 
IV 1 case V 
1 case I 
V 2 cases V 


3. Patients with acute anxiety tension, found 
mostly in Groups I and IV, if treated by seda- 
tion and psychotherapy tended to move to Group 
II-III when the clinical picture improved, but 
the chronic neuroses remained unchanged. 


ACCURACY OF CLINICAL DIAGNOSIS 


1. In a number of cases the clinical diagnosis 
was not in accordance with the expected , test 
group. However, the subsequent evolution -of 


the disease showed that the biological test 


seemed more accurate in these cases than the 


first clinical impression (Table XI). 


TABLE XI.—Evo.Lurion oF PATIENTS, 
SHOWING DISCREPANCY IN DIAGNOSIS 
» MEaRIO......... Group i 
Melancholia...... % V 
Oo SP 
. Melancholia...... 
MINI «3 lone 6wneiv'e 
Melancholia... .. . 
Saree 
. Melancholia...... 
=. eae 








Evolution—Schizophrenia 


13. Mania.......... 
14. Melancholia..... 
15. Schizophrenia... . 


16. Melancholia...... 


I-III 

I-III — " 

rT Revised —Post-partum 

depression 
—Schizophrenia 


_ 
© 
4 
_ 
© 
— 
2 
S 
°} 
= 
° 
= 
= ‘ 
et et et et ct et et 


_— 
< 


2. The test was also useful in everyday prac- 
tice. Very often, at first sight, the psychiatrist 
hesitates between the diagnosis of a depressive 
state of the melancholic type with a good prog- 
nosis on ECT, and a neurotic depressive state 
in which an anxiety state is followed by a re- 
active depression; in the latter eventuality, 
shock therapy often contributes to increasing 
the anxiety and is generally contraindicated. As 
we have said before, few patients in a neurotic 
depressive state are found in Group VI-VII. We 
prefer to treat these patients by sedation and 
psychotherapy. 


DISCUSSION 


Clinical aspects_From the practical angle, it 
seems that the technique can be simplified; 
the reactions to epinephrine do not give much 
practical knowledge. The incidence of anxiety 
is low and very often can be estimated clinically. 
Curve V is uncommon. 

Funkenstein’s original groups can be com- 
bined into three fundamental groups: Group 
II-III, Group VI-VII (which are identical), and 
Group I-IV (which seem to be of the same 
nature; curve IV seems to be a stage preceding 
curve I). 

Apart from its value in predicting the outcome 
of ECT, because we know from clinical experi- 
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ence that manic depressives respond to ECT, 
the test is a useful auxiliary in confirming the 
accuracy of the diagnosis and in the observation 
of the clinical evolution and prognosis.’ 


Neurophysiological aspects.—With Gellhorn,? 
we may ask why mental patients react with dif- 
ferent curves and why one group responds well 
to ECT when others do not. As he puts it: “It 
may be said that any procedure leading to a 
fall in blood pressure of sufficient magnitude 
induces a sympathetico-adrenal discharge which 
tends to counteract the hypotension.” 


From a wide experience with Mecholyl, Gell- 
horn found that: (1) Mecholyl elicits a sympa- 
thetico-adrenal discharge through reflex stimu- 
lation of autonomic centres. (2) The degree of 
hypotensive action of Mecholy] is, other condi- 
tions being equal, indirectly related to the 
intensity and duration of the sympathetico- 
adrenal discharge. (3) The degree and particu- 
larly the duration of the hypotensive actions 
of Mecholyl and the reflexly induced discharges 
of the sympathetico-adrenal system depend upon 
the hypothalamus. 

Gellhorn found that after the injection of 
Mecholy] into animals with bilateral lesions of 
the posterior hypothalamus, the hypotensive ac- 
tion of Mecholyl is prolonged and greatly ex- 
aggerated, i.e. there is lessening of the sympa- 
thetico-adrenal response. On the other hand, 
electrical stimulation of the hypothalamus fol- 
lowed by an injection of Mecholyl causes a 
temporary fall in blood pressure and then a 
rise above the pre-injection level. He states that 
this hypothalamic stimulation augments the re- 
sponsiveness of the sympathetico-adrenal system. 

In regard to the Funkenstein test, he observed 
that Groups I and IV are characterized by a 
hyperreactivity of sympathetico-adrenal  dis- 
charges in response to Mecholyl; that Groups 
VI and VII show hyporeactivity to this system; 
and that the simple Mecholyl test gives an in- 
dication of the degree of hypothalamic sym- 
pathetic excitability in the organism. He found 
that only patients who belong to hyporeactive 
sympathetic groups (VI-VII) benefit by shock 
treatment and their altered mental state is 
associated with a change in their reaction to 
Mecholyl so that they move in classification 
from Group VI to Group II-III, ie. they show 
a normal sympathetic reactivity with sympathetic 
hyperactivity. 
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However, mental patients often fall into the 
Group II-III classification. These patients do not 
show much improvement with ECT, and theor- 
etically Gellhorn believes that ECT may aggra- 
vate their state by modifying their reactions to- 
wards Groups I and IV. 


CONCLUSIONS 


Clinically, this test seems to be a _ helpful 
adjuvant in diagnosis, in following the course 
of the disease, and in predicting response to 
ECT. However, it is no magic formula. We must 
not deprive patients of useful treatment merely 
because a test is in contradiction with clini- 
cal data. A lot remains to be known. 
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ASTHMATIC SYNDROME FOLLOWING 
EXPOSURE TO TOLYLENE 
DITSOCYANATE 


In both Europe and the United States the increasing 
industrial use of tolylene diisocyanate has led in recent 
years to reports of haman intoxication among workers 
exposed to the fumes. A characteristic asthmatic syn- 
drome was observed. From a study reported by Wood- 
bury (Indust. Med., 25: 540, 1956) and from other clini- 
cal experience it seems apparent that in future this 


_ chemical compound will be no problem as far as_skin 


irritation or skin sensitivity is concerned, and no problem 
as far as delayed or remote toxicity is evident in the 
liver, kidneys, hemopoietic system or any other part of 
the body except the tracheobronchial tree. It will always 
be a problem in industry as a primary respiratory irritant, 
and an allergenic substance capable of producing human 
sensitivity with resulting asthma and bronchospasm when 
the sensitive individual is exposed to the minutest quan- 
tities of it. 

The report includes a toxicological study of workers 
exposed to 2, 4 and 2,6-tolylene diisocyanate during 18 
months, June 1954 to December 1955, when this sub- 
stance was first used in a factory manufacturing poly- 
urethane foams. All workers exposed were kept under 
close supervision by the factory physician, Eight cases 
of intoxication were encountered; three are described in 
detail. As to why there is no important damage de- 
tected in organs apart from the respiratory surface, the 
author’s conjecture is that tolylene diisocyanate is so 
reactive in body fluids that it probably polymerizes and 
combines with proteins and other substances to form 
large molecular weight compounds that are relatively 
non-toxic. 

Recommendations are made: (a) that appropriate air 
exhaust systems be installed wherever tolylene diisocy- 
anate is used, sufficient to keep the air concentration 
below that which subjectively causes burning of the 
eyes and nose; (b) that all applicants to be employed in 
areas of exposure be omeoualt to eliminate atopic indi- 
viduals and those who have a history of chronic respira- 
tory illness; (c) that it is unnecessary to check workers 
exposed to tolylene diisocyanate for any deleterious 
effects outside the respiratory tree; (d) that as soon as 
any worker develops an asthmatic reaction to tolylene 
diisocyanate, he be removed permanently from any 
further exposure to this substance. 
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Case Reports 





STUDIES ON A CASE OF 
THROMBOCYTOPATHY 
EXPERIMENTAL FINDINGS ON THE 
NATURE OF THE PLATELET 
DEFECT* 


DEMETRIOS C. 


TRIANTAPHYLLOPOULOS, M.D., .. 


Edmonton, Alta. 


DURING THE LAST SEVEN YEARS, Cases of thrombo- 
cytopathy characterized by reduced prothrombin 
consumption have been reported.“ The cause 
of this reduction is attributed to lack of platelet 
thromboplastic factor. There is evidence, how- 
ever, that the hemorrhagic diathesis of the 
patient studied by Neely was not due to 
this deficiency.’ A similar case was noted by us. 
The thrombocytes had a normal morphology 
but were unable to induce consumption of pro- 
thrombin. It will be shown that this was due 
not to lack of platelet thromboplastic factor but 
to a defect of the mechanism releasing this factor 
from the platelets. 


The patient, a 39-year-old white man, was ad- 
mitted to the University of Alberta Hospital on May 
28, 1956. Seven months before admission he noted the 
onset of loss of appetite, nausea and vomiting. During 
the last month he complained of exertional dyspncea. 
One week before being admitted he noticed gross 
hematuria, which continued with varying intensity 
up to the day of his hospitalization. Three days after 
the onset of hematuria he had bouts of epistaxis 
over a period of 14 days. The day before his admis- 
sion, blood-tinged sputum was expectorated. Durin 
the last seven months the only medication he ha 
taken was aspirin and an unidentified laxative. 

His past history reveals that at the age of 16 
he started suffering from rheumatoid spondylitis 
which resulted in marked dorsal kyphosis. 


There is no familial history of bleeding tendency. 
Three brothers and two sisters are living and well, 


The positive findings on physical examination were: 
Marked dorsal kyphosis. Bilateral corneal opacities. 
Subcutaneous hematoma at the angle of the right 
scapula. Grade II systolic apical murmur with no 
radiation. Liver enlarged one finger’s breadth below the 
costal margin, Pulse rate was 74 per minute and the 
blood pressure 232/140. 


The admission laboratory examinations showed the 
following: Urine analysis—specific gravity 1.010, protein 
4 plus, occasional pus cells, packed with red cells. Blood 
examination—hemoglobin 7.7 g., red cell count 2,820,- 
000, hematocrit 21%, white cell count 16,800, poly- 
neutrophils 89, eosinophils 1, lymphocytes 7, mono- 
cytes 2, platelets 127,000. 


*From the Department of Medicine, University of Alberta, 
Edmonton, Alberta. This work was supported by a grant 
from the National Research Council. : 
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In hospital the condition of the patient deteriorated 
steadily and progressed to one of renal insufficiency with 
acidosis, and congestive failure with pulmonary cedema. 
He died on June 24, 1956. During his hospitalization he 
received 3500 ml. bank blood, The transfusions were 
spaced between June 2 and June 16. 

The principal postmortem findings were: 

1. Diffuse chronic glomerulonephritis with superim- 
posed malignant nephrosclerosis. 

2. Bilateral cedema of the lungs. 

3. Rheumatoid spondylitis. 

During his hospitalization repeated urine analyses 
showed constant proteinuria and hematuria. 

A sternal bone marrow done on May 31, 1956, showed 
slight normoblastic hyperplasia. Both the number and 
the morphology of the megakaryocytes were normal. 

The blood urea nitrogen increased from 82.4 mg. % 
on June 1 to 149.0 mg. % on June 19. 

The following direct platelet counts were done by 
routine laboratory cainhamen June 4—130,000; June 
6—123,000; June 8—156,000. 

On May 29, 1956, the bleeding time was found to be 
16 minutes (Duke) and the capillary clotting time 4% 
minutes. The prothrombin time was 12.7 seconds (86%). 
Tourniquet test—strongly positive. Blood prothrombin 
consumption: no prothrombin consumed. 


MATERIALS AND METHODS 


1. Thromboplastin:? Prepared according to the speci- 
fications of Quick. 

2. Hzmolysate:1% 11 Nine volumes of blood obtained 
from a patient without any hematological disorder were 
mixed with one volume 0.2 M sodium citrate. The blood 
was centrifuged at 800 r.p.m. for 10 minutes and the 
buffy coat together with the platelet rich plasma 
aspirated. The red cell sediment was suspended in saline 
and centrifuged at 3000 r.p.m. for 10 minutes. The super- 
natant saline was discarded and the red cell sediment re- 
suspended in saline and centrifuged again. The erythro- 
cytes were finally suspended in saline so as to obtain a 
suspension giving a hematocrit of 50%. The suspension 
was then frozen at —25° C. for 24 hours. Upon thawing 
complete hzmolysis occurred and the solution was 
ready for use. Quick, Georgatsos and Hussey! 11 have 
found that hemolyzed red cells contain an extremely 
potent thromboplastic factor, This factor can replace 
the platelets in both the prothrombin consumption test 
and the thromboplastin generation test. 

3. Thrombin Topical of Parke, Davis & Company was 
used. The dry thrombin was diluted to give a thrombin 
time of 7 seconds when 1/10 ml. of thrombin solution 
was added to 0.2 ml. of fresh oxalated human plasma. 

4, Platelets. Blood collected with a siliconized syringe 
and needle was mixed, 9 volumes to 1, with a 30 mM. 
saline solution of disodium ethylenediamine tetracetate. 
The blood was centrifuged for 10 minutes at 1000 r.p.m. 
in a refrigerated centrifuge. Six ml. of the plasma 
obtained was transferred with a siliconized pipette into a 
siliconized tube and centrifuged at 3000 r.p.m. for 15 
minutes. The clump of platelets collected at the bottom 
of the tube was suspended by shaking it in 6 ml. of 
saline containing 3 mM. disodium ethylenediamine tetra- 
cetate. This procedure of centrifugation and suspension 
was repeated twice. The platelets were finally suspended 
in 0.4 ml. normal saline. 

5. Prothrombin times were determined as described 
by Quick.9 

6. The thrombin time® was measured by adding 0.1 
ml, thrombin solution to 0.2 ml, plasma. The time 
required for a clot to form was determined. 

7. Prothrombin consumption.® This test was performed 
with: 

A. Native plasma. 

B. Native plasma to which hemolysate or platelet 

suspension was added. 

Two-tenths ml. platelet suspension or 0.1 ml. hemo- 
lysate was mixed with 1 ml. native plasma, This mixture 
or 1 ml. plain native plasma was pipetted in a tube of 
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1.5 cm. diameter and 10 cm. length, Fifteen minutes 
after the plasma clotted, the coagulum was wrapped on 
a glass rod and removed, care being taken to express all 
the serum trapped in the fibrin network. After another 
45 minutes the prothrombin content of the serum was 
determined, One-tenth ml. serum was added to a mix- 
ture containing 0.1 ml. thromboplastin, 0.1 ml. 0.02 M 
calcium chloride and 0.1 ml. deprothrombinized fresh 
oxalated rabbit plasma. Normal values for platelet rich 
native plasma are higher than 15 seconds, i.e. more 
than 50% prothrombin consumed. 


8. Platelet counts were done by the direct counting 
chamber method. 


PRESENTATION OF ANALYSIS OF DATA 


The clinical evidence of hemorrhagic diathesis 
led to a routine blood coagulation study. As 
already mentioned in the case report, the co- 
agulation time was found to be within normal 
limits. The bleeding time was markedly in- 
creased and the tourniquet test strongly positive. 
The prothrombin time was found only slightly 
increased (12.7 sec.). This insignificant prolonga- 
tion as well as the borderline values of the plate- 
let count (123,000-156,000; normal 140,000- 
340,000) could not explain the increased bleed- 
ing tendency. A prothrombin consumption of 
zero suggested, however, that the disease be- 
longed to the group of heemophilias. 

In order to elucidate the nature of this hamo- 
philia-like condition, the prothrombin consump- 
tion test was repeated using native platelet rich 
plasma. Again no consumption of prothrombin 
was found (Table I). The clot, however, re- 


TABLE I.—Srupres on Patient’s PLasMa, JUNE 2, 1956 





Prothrombin consumption, sec. 








Platelet Same with 
rich hemolysate 
10.5 65.0 


tracted within the first 10 minutes. Addition of 
hemolysate to the native plasma completely cor- 
rected the defect. Since hemolysate supplies an 
extremely potent thromboplastic factor and was 
able to correct the lack of prothrombin consump- 
tion, a platelet defect was suspected. 

In order to check the hypothesis of a platelet 
deficiency a suspension of the patient’s thrombo- 
cytes was prepared and frozen at —25° C. After 
being thawed, 0.2 ml. of the preparation was 
added to 1 ml. normal deplateletized native 
plasma and the prothrombin consumption of the 
mixture determined. It was found that the con- 
sumption rose from 10 sec. without a platelet sus- 
pension to 49 sec. (Table II). It was concluded 
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TABLE II.—Errect oN PROTHROMBIN CONSUMPTION 
OF THE LIBERATION OF THE PLATELET THROMBOPLASTIC 
Factor 








Prothrombin consumption (sec.) 





Patient’s platelet Normal 
‘ rich plasma deplate- 
letized 
Frozen plasma 
Platelet suspension Not and Not 
added to plasma frozen thawed frozen 
meee 9.0 32.5 10.0 
Patient’s platelets 
not frozen......... 11.0 — emis 
Patient’s platelets 
frozen and thawed.. 20.0* — 49 .0* 
Normal platelets 
not frozen........ 67.0 —— 100.0 


*Each of the two determinations was done with a 
different platelet preparation. 


therefore that the platelets of the patient con- 
tained the factor necessary to convert thrombo- 
plastinogen, plasma thromboplastin component, 
plasma thromboplastin antecedent and other plas- 
matic factors into plasma thromboplastin. Since 
the same platelets were unable to produce throm- 
boplastin in the patient’s own plasma, an inhibit- 
ing plasmatic substance was suspected.” In order 
to test this hypothesis, a suspension of normal 
platelets was prepared and added to both pa- 
tient’s plasma and normal deplateletized plasma. 
The respective prothrombin consumptions were 
67 and 100 sec. (Table II). Thus the plasma of the 
patient did not contain an inhibitory substance. 
Correlating this finding and the previous experi- 
ment, it was concluded that freezing and thaw- 
ing of the patient’s platelets liberated the throm- 
boplastic factor they contained. 


For the purpose of providing further evidence 
in favour of this explanation the following two 
experiments were done: 


1. The prothrombin consumption of platelet 
rich native plasma of the patient was determined 
after freezing and thawing it in a siliconized 
tube. The test was done after three glass beads 
were dropped into the plasma. 

2. One-tenth ml. of fresh suspension of pa- 
tient’s platelets was pipetted into each of two 
tubes. One of them was left for 15 minutes at a 
temperature of —25° C. and then brought to 
22° C. After the frozen platelet suspension had 
been thawed, 1 ml. platelet rich native plasma 
of the patient was added to both tubes and the 
prothrombin consumption determined. 

The first experiment showed an increase in 
prothrombin consumption from 9 sec. to 32.5 
sec. and the second experiment an increase from 
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11.0 sec. with the unfrozen platelets to 20.0 sec. 
(Table II) with the frozen and thawed specimen. 


These results show that the impaired pro- 
thrombin consumption is not due to lack of 
platelet thromboplastic factor but to the inability 
of the platelets to set this factor free. The fact 
that the addition of intact platelets in the platelet 
rich plasma was unable to correct the prothrom- 
bin consumption excludes the possibility that 
the impaired production of plasma thromboplas- 
tin was due to the slightly reduced number of 
platelets. 

The reason the platelets, although adequate 
for a good clot retraction, were unable to liberate 
their principal coagulation-promoting factor was 
not found. The megakaryocytes of the bone 
marrow were normal and the platelets of the 
peripheral blood had a normal appearance ex- 
cept for the fact that no aggregates of platelets 
could be detected in four carefully examined 
slides. 

Because of the fundamental importance of 
thrombin in the disintegration of platelets,® 1* 1+ 
the thrombin time of the patient’s plasma was 
determined. A normal value (7 sec.) was found, 
thus excluding any antithrombin effect. 


In order to determine if freezing and thawing 
of normal platelets promotes prothrombin con- 
sumption, the following experiment was done: 

Native blood was obtained from four patients 
without any hzmatological disorder. Three of 
the specimens were centrifuged in a refrigerated 
centrifuge at 1000 r‘p.m. for 10 minutes and so 
three platelet rich native plasmas were obtained. 
The fourth specimen was centrifuged at 3000 
r.p.m. for 15 minutes and the platelet poor 
plasma was used as control. Platelet counts were 
obtained for the platelet rich plasmas. Table III 
shows that the prothrombin consumption pro- 
moting effect of freezing and thawing is also 
observed with normal platelets and is not due 
to any effect on the plasma proteins (no differ- 
ence with the deplateletized specimen). Since 
only part of the platelets disintegrate during 
coagulation,’* ?° it was to be expected that any 
factor helping their disintegration would also 
facilitate the liberation of thromboplastic factor. 

Unfortunately we have been unable to study 
the blood coagulation of relatives of the patient. 
Only one brother came at our request and both 
prothrombin time and prothrombin consumption 
were found normal. The history of the patient 
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TABLE III.—Errect or Frozen AnD THAWED 
LATELETS ON PROTHROMBIN CONSUMPTION OF NORMAL 
NATIVE PLASMAS 





Prothrombin 
consumption (sec.) 





Platelets Frozen and 

per mm’ Not frozen thawed 
Plasma samples plasma plasma plasma 
Platelet rich.......... 200,000 19.0 65.0 
Platelet rich.......... 200,000 19.5 45.0 
Fintelet rich. ......... 358,000 19.0 60.0 
Platelet poor.......... ae 10.0 10.0 


makes almost certain that his hemorrhagic con- 


-‘dition was acquired and recent. The relation of 


the renal and vascular disease to the hzmor- 
rhagic tendency was not investigated. 


DIscuUSSION 


The present study suggests that some thrombo- 
cytopathies with normal platelet morphology but 
impaired prothrombin consumption are not due 
to lack of thromboplastic factor. The defect prob- 
ably lies in the inability of the thrombocytic 
granulomer to disintegrate and liberate the 
thromboplastic factor contained in it. Freezing 
and thawing was shown to promote the pro- 
thrombin consumption of normal native platelet 
rich plasma as well as that of the patient. The 
microscopic observation that only a relatively 
small percentage of platelets disintegrates dur- 
ing coagulation’* * implies that many platelets 
are left intact to have their thromboplastic fac- 
tor liberated by freezing and thawing. 

It is well established that thrombin is the main 
thrombocytolytic agent during the normal pro- 
cess of coagulation.” 7* 1* Hence, any substance 
inhibiting the action of thrombin would produce 
a condition similar to some thrombocytopathies, 
i.e. a decrease in the number of disintegrating 
platelets. Such a phenomenon was excluded in 
the present case because of the normal thrombin 
time of the patient’s plasma. 

The descriptive name cocciarrhectic* throm- 
bocytopathy is proposed for the condition charac- 
terized by normal platelet morphology, normal 
platelet thromboplastic factor content and im- 
paired prothrombin consumption. 


SUMMARY 


The case of a patient suffering from terminal 
glomerulonephritis and an acquired bleeding 
tendency is presented. The hzmorrhagic condi- 
tion was due to the inability of the platelets 


*From coccion == granule, and arrhectos = unbroken. 
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which were of normal morphology to disinte- 
grate during the coagulation process. Thus no 
thromboplastic factor was released and no pro- 
thrombin consumed. 

Freezing and thawing was shown to promote 
the prothrombin consumption of normal native 
platelet rich plasma as well as that of the pa- 
tient. The experiment corroborates the observa- 
tion made by others that part only of the platelets 
disintegrates during coagulation. The descriptive 
name cocciarrhectic thrombocytopathy is pro- 
posed for the condition characterized by normal 
platelet morphology, normal platelet thrombo- 
plastic factor content and impaired prothrombin 
consumption. 
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A NEW TREATMENT FOR 
RESISTANT PRESSURE SORES 


J. T. HAUCH, Toronto 


IN ALL THE CASES described below, standard 
hospital methods of treating pressure sores (an- 
tiseptic compresses or ointments or systemic an- 
tibiotics) were used and either left the condition 
unchanged or were attended by deepening or 
spreading of the ulcer. 

Because vitamin E in large doses systemic- 
ally and, as an ointment, locally has been alleged 
to improve ulcers for gangrenous patches resist- 
ant to therapy, it was decided to try this in the 
present cases. 

Vitamin E was first used in Case 1 (J.L.) more 
as a counsel of despair than with any expecta- 
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tion that it would improve a condition with an 
otherwise hopeless outlook. To assess the value 
of vitamin E ointment locally, only one of the 
three sores in this case was at first treated with 
it. It soon became apparent that this ulcer was 
healing much faster than the others and after 
a while all ulcers were given the benefit of local 
as well as general vitamin E therapy. The re- 
markable improvement in the condition of the 
ulcers, and in the patient’s general condition, 
led us to repeat the treatment in the other three 
cases, and in each the results obtained have 
been judged to warrant further use of the 
method. 

These cases are reported here because we be- 
lieve that use of vitamin E locally and systemic- 
ally deserves trial in larger series by others con- 
fronted with the same problem of the resistant 
ulcer that refuses to heal. 


CasE 1.—J.L., aged 26, was admitted to St. Joseph’s 
Hospital on August 24, 1955, with a five-year history of 
symptoms of disseminated sclerosis. On admission she 
had symptoms and signs of advanced multiple sclerosis 
with flexion contractures of legs and poor general con- 
dition. There were no demonstrable areas of superficial 
anesthesia, and the patient was quite susceptible to pain 
stimuli, with a moderate degree of reduction in hot and 
cold sensation and light touch. She had no control of 
either bladder or rectum. There was a marked flexure 
deformity of the lower extremities, with the legs flexed 
on the thighs to about an angle of 15° at the knees. 
The thighs were flexed on the abdomen to an angle of 
about 40° at the inguinal region. A definite coarse tremor 
of both the upper and lower extremities was noted on 
any movement, whether voluntary or passive. There was 
also a marked clonus of both knees and ankles. At the 
same time there was fairly good motor use of the upper 
extremities but very little motor power in the lower ex- 
tremities. All deep reflexes were exaggerated, there was 
bilateral plantar extension, and abdominal reflexes were 
absent. There was no aphasia, and the patient was quite 
intelligent, sensible and co-operative. 

In October 1955 she first developed a pressure sore 
on her sacral area, and soon afterwards the skin over 
both hips became affected. She was treated at first with 
saline compresses and then with powdered yeast applied 
locally. In January 1956 the bedsores were irradiated 
with ultraviolet light. Other measures included the ap- 
plication of Hygeol compresses. There was no response 
to any of the treatments used; the ulcers became larger 
and the patient became extremely depressed while her 
physical condition deteriorated. 

On June 7, 1956, when four large areas of deep ulcera- 
tion and necrosis were present, a trial was begun of 
vitamin E by mouth and local application to one of the 
areas. Hygeol compresses or cicatrin powder was used 
as control on the other three areas. Three weeks after 
the start of vitamin E therapy, a stricter control of local 
treatment was begun by applying to the three control 
areas only the Vaseline base used as a vehicle for the 
vitamin E. The oral dosage of vitamin E was at first 800 
units a day (200 i.u. q.id.), but after three weeks this 
was increased to 1600 units (400 i.u. q.i.d.). 

The condition of the ulcers at the beginning of vitamin 
E treatment and during the latter was as follows: 

Right Hip. There was an ulcer measuring 11.7 x 6.8 
cm., with a depth of 0.3 cm. Most of its base was necro- 
tic but not, apparently, secondarily infected. 
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Left Hip. Two ulcerated areas were present, an upper 
measuring 9.2 x 7.1 x 0.6 cm., with a necrotic base, and 
a lower measuring 12.5 x 6.3 x 0.5 cm. and of similar 
appearance. 

Back. There was a large ulcer 17.8 x 7.6 x 0.8 cm., 
with a necrotic, dirty-looking base from which, however, 
no pathogenic micro-organisms could be cultured. 

It was soon apparent that the bedsore to which vita- 
min E ointment was applied was healing, whereas pro- 
gress in the other three areas was very slow, though 
present after the oral administration of vitamin E was 
begun. Hence, after six weeks, the ulcers on the right 
hip were also given topical therapy on July 19, and by 
September 22 we were so convinced of the superiority 
of combined topical and oral vitamin E over simple oral 
therapy that we began its application to all ulcerated 
areas, 8-hourly. 


4 





(a) 


Fig. 1 (a).—J.L. Large deep pressure sore on buttock; more superficial sore over lumbosacral 
area. (b) Feb. 21, 1957. All pressure sores much smaller, granulating well. (c) May 16, 1957. All 
pressure sores practically healed. 


The upper area on the left hip (given vitamin E topi- 
cally from the start) healed over very well, but un- 
fortunately when the patient was allowed to start sitting 
up in a chair, it began to break down again and she 
had to be returned to bed. There is now an ulcerated 
central area 3.7 x 2.4 mm., with healthy granulations 
level with the skin. Of the lower left area, only a slit 
2.1 x 2 cm. remains and it is granulating well. Even 
after one week of topical vitamin E the area on the 
right hip showed signs of granulation and of growth 
of healthy-looking skin. This area is now completely 
healed, and vitamin E ointment has been discontinued. 
The area on the back was necrotic until vitamin E 
ointment was applied; .it then rapidly began to fill in 
with healthy-looking granulations while normal skin 
began to grow in. By October 29 the area was almost 
entirely covered with new skin. The patient was 
then permitted to sit up (for the first time in 14 
months), but on November 8 she was put back in bed 
because several of the areas had begun to break 
down, apparently because of the trauma inflicted in 
movement from bed to chair. At present, she is left with 
two shallow ulcerated areas measuring 5.6 x 3.5 and 
2.9 x 0.9 cm., respectively; the intervening and _sur- 
rounding skin looks quite healthy. 


Case 2.—J.McG., aged 18 years, was admitted to St. 
Joseph’s Hospital on May 30, 1956, in an unconscious 
state after an accident in which he had sustained a frac- 
ture dislocation of the 6th and 7th cervical spines with 
partial hemisection of the spinal cord. He was at first 
not expected to live, but actually made steady progress. 

After recovery of consciousness, he was found to have 
anesthesia from just below the clavicle involving the 
rest of the body. Motor function was normal to the 6th 
cervical segment on the right and 8th cervical on the 
left. All lower limb reflexes were absent. The patient was 
put on a fracture board with traction and there was no 
appreciable change in his condition up to June 27, 1956. 
On June 30, examination revealed the following findings. 
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Motor power was practically normal in shoulder muscles. 
Grasp in both hands was poor but there was some 
power in the muscles of the upper arm and forearm. 


‘Response to pin-prick was absent on the medial aspect 


of both forearms. There was very slight sensation from 
the umbilicus down and in the lower extremities. 





Reflexes: Left and Right 
UMROINIRIBE  oi0 2 ondioacecetiean Dae ewns absent absent 
ER Sis heer k een eaen kee 
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NN ers role cd tec a weed oan ceal ete e eck ee fee 
ICR. He) on neat Nias ae kev tea ie te +-+ + -++ 
RONEN 155 US an ae area eae a rt 





(c) 


The findings on August 30 were essentially the same 
as on June 30. 

On August 27, pressure sores in anesthetic areas were 
observed just over the sacral area and on both heels. 
The ulcerated area on the back measured 7.6 x 6.9 cm. 
at its maximum development and was about 1 cm. deep; 
its base was necrotic and edges were undermined. The 
areas on the heels were fairly superficial and attained 
a maximum of 2.8 x 1.7 and 2.2 x 1.4 cm., respectively. 
They did not respond to routine treatment with Hygeol, 
etc. 

Vitamin E treatment (400 mg. q.i.d. orally) was 
started on September 21, and at the same time local 
application of vitamin E ointment was begun. Whereas 
the heel ulcers responded well and were completely 
healed by November 23, after two months’ treatment, 
the necrotic area on the back showed very poor response 
in the first four weeks, At this time it was realized that 
the patient had not been receiving vitamin E locally 
with regularity but had been dressed with Vaseline 
gauze owing to the staff’s failure to appreciate the im- 
portance of local plus general treatment. When this 
error was corrected, and a spray of vitamin E solution 
was applied to the undermined edges, progress was 
marked. The undermined areas filled in and the edges 
began to show signs of new skin formation. At the same 
time, healthy granulations began to fill the cavity. The 
ulcer now measures 6.6 x 5.2 cm. The cavity has filled 
in with granulations to skin level, except on the right 
where there is an area 0.4 cm. below skin level. 


Case 3.—Mrs. A.B., aged 78, was admitted on June 12, 
1956, because of diabetes mellitus with obesity, diabetic 
neuritis and gangrene of the right big toe. Her toe was 
amputated on July 19; she was put on a 1000-calorie 
diet, and her diabetes seemed well controlled on 35 
units of protamine zinc insulin each morning. Because 
of her obesity, the patient was difficult to manage and 
showed no desire to move about, spending most of her 
time lying on her back. 

On August 26, the sacral area first showed signs of 
breaking down. The patient was put on Furacin oint- 





Fig. 4 (a) 
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Fig. 2 (a).—J.McG. September 20, 1956. Extensive and deep pressure sores on both heels. 
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Fig. 2 (b).—Nov. 15, 1956. Areas practically healed. 
Fig. 3 (a).—Mrs. B. Sept. 20, 1956. Extensive deep pressure sore at base of sacrum. 
Fig. 3 (b).—Dec. 21, 1956. Only small superficial area remaining unhealed. 
Fig. 4 (a).—Mrs. A. Nov. 8, 1956. Sacral pressure sore. 
Fig. 4 (b).—March 7, 1957. Sore completely healed. 


ment and Dicrysticin, but the ulcer became deeper and 
larger. On August 31, treatment was changed to Hygeol 
compresses, and a week later it was again changed to 
irrigation with Hygeol and application of chlorampheni- 
col ointment. However, the ulcer continued to increase 
in size and depth until September 21, when vitamin E 
therapy was started (400 mg. q.id. by mouth; spray 
to undermine edges and to sinus; half-strength ointment 
to ulcer). 


At the start of vitamin E therapy the ulcer (6.7 x 
3.9 cm. and 2.2 cm. deep) was covered in most areas 
by a thick tenacious tissue which appeared necrotic 
and gangrenous in parts. The borders of the ulcer were 
undermined by necrotic tissue, and there was a sinus 
running laterally and coming to the surface at a distance 
of 10 cm. from the main ulcer. Much of the necrotic 
tissue was cut away before vitamin E therapy was 
started. Ten days later the area appeared much healthier, 
with healthy granulation tissue. The one area still con- 
taining thick tenacious material was excised, and the 
use of full-strength vitamin E begun. Two weeks later 


the sinus had completely healed and its exit wag epithel- 





ized. The main ulcer had filled in remarkably well and 
the undermined skin was completely filled in. In another 
week the area was almost comely covered in by 
healthy-looking skin, and the patient was shortly there- 
after discharged home because she was becoming de- 
pressed over her long hospital stay. She now has a 
small granulating area the size of a pea which has 
required cauterization down to skin level. 


Case 4.—A.A., a woman 71 years old, was admitted 
to hospital on October 9, 1956, with a fracture of the 
neck of the left femur. On October 30, a large sacral 
ulcer appeared and was treated with Hygeol and liquid 
paraffin compresses, Three days later, slough was excised 
and the treatment continued. On November 9, because 
there was no improvement, therapy was changed to 
vitamin E, 400 mg. q.i.d. by mouth and applied locally 
to the ulcer 8-hourly as ‘albcnneth ointment. 

At this time, the ulcer measured 7.0 x 6.8 cm. and 
was 0.5 cm. in depth. The whole area was covered with 
a dirty-looking slough from which no organisms were 
grown on culture, but which appeared gangrenous at one 


Fig. 2 (b) 


Fig. 3 (b) 


Fig. 4 (b) 


point. On November 30, when the vitamin E ointment 
was increased to full strength, the ulcer base appeared 
quite healthy with good granulations, and the sides 
were beginning to fill in with healthy-looking skin. 

On December 15, the ulcer measured only 5.5 x 1.4 
cm., with a depth of only 0.1 cm. Granulations were all 
healthy and there was no evidence of any degenerating 
tissue. This case again presented the problem of manage- 
ment of a woman who would not help herself and spent 
most of her time either lying or sitting down, with the 
added factor of frequent urinary incontinence. 


The author expresses his thanks to Webber Pharma- 
ceuticals Limited, Toronto, Canada, for the generous 
supplies of Vita-E Succinate, Vita-E Ointment and 
Vita-E Spray used in this study. 





WESTERN EQUINE 
ENCEPHALOMYELITIS: 
REPORT OF A CASE IN 
MONTREAL 


V. PAVILANIS, M.D.,* 
ISOBEL L. WRIGHT, M.D.t and 
M. SILVERBERG, M.D., C.M.,+ Montreal 


WESTERN equine encephalomyelitis (W.E.E. ) 
has been recognized as occurring in humans 
since 1938 when Beatrice Howitt of the Uni- 
versity of California isolated the virus from the 
brain of a 20-month-old boy who had died on 
the fifth day of his acute illness.7* An encephal- 
itis had been observed in horses and mules for 
many years in the U.S.A. but it was not until 
the summers of 1930 and 1931, during two epi- 
demics in California, that a virus was demon- 
strated and isolated as the etiological agent 
through the studies of Meyer, Hering and 
Howitt. The possibility of this virus causing 
disease in humans was suggested at that time 
by Meyer.?® 

In Canada, the first recognized epizootic in 
horses occurred in Saskatchewan in the summer 
of 1935. This was followed by more severe out- 
breaks in 1937 and 1938 which included the 
Province of Manitoba. In the wake of this equine 
infection a number of humans developed an un- 
identified disease of the central nervous system 
which at first was thought to be non-paralytic 
poliomyelitis. This was later established as 
W.E.E. from two human cases by Fulton and 
Burton in 1939.* 


*Chief of the Virus Department, Institute of Microbiology 
and Hygiene of the University of Montreal. 

+The Department of Pediatrics, The Montreal Children’s 
Hospital, and McGill University. . ‘ 

tThe Montreal Children’s Hospital. and McGill University. 
Present address: Children’s Medical Center, Boston, Mass. 
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The most extensive human epidemic occurred 
in 1941, involving the Provinces of Saskatche- 
wan and Manitoba, and the states of North and 
South Dakota, Minnesota, Montana and Ne- 
braska. There was a milder epidemic in 1947 
and since that time the whole west has been 
plagued with endemic infection. As there have 
been no reports of human W.E.E. in Canada, 
east of Manitoba, it was thought important to 
report an atypical case of this disease occurring 
in Montreal. 


D.A., a 20-month-old male infant, had been attending 
the allergy clinic of the Montreal Children’s Hospital 
for treatment of recurrent attacks of asthma for six 
months previous to the present illness, which began on 
September 17, 1955. On that day he developed a hoarse 
voice, a hacking cough and dyspnoea, At 2 a.m. on 
September 20, because of increasing dyspnoea and rest- 
lessness he was taken to the out-patient department 
where on examination he was thought to have an acute 
laryngitis or epiglottitis with an allergic component. He 
was treated with intramuscular chloramphenicol 500 
mg., a subcutaneous injection of 0.5 c.c. of adrenalin 
(epinephrine) 1 in 1000, % of a 0.25 g. aminophylline 
rectal suppository to be continued q.6.h., Franol ( ephed- 
rine, luminal, theophylline) % tablet q.i.d. and Elixir of 
Pyribenzamine (tripelennamine) 10 mg. q.id. By 10 
a.m. the same day on his return to the clinic, he was 
much improved but by 10 p.m. his respiratory rate 
was again very rapid with dyspnoea and pallor; he was 
again brought back to the hospital and admitted the 
night of September 20. When seen on the ward he 
was very pale, showed marked respiratory difficulty with 
supraclavicular, intercostal and subcostal indrawing, and 
was thrashing about his bed making purposeless move- 
ments. His temperature was 102° F., Ris heart rate was 
200 per minute and his respiratory rate was 60. The 
remainder of the physical examination was done with 
considerable difficulty and was non-contributory. He was 
placed in an oxygen croupette, given intramuscular 
chloramphenicol and streptomycin, and the aminophyl- 
line and Pyribenzamine were to be continued. The de- 
partment of otolaryngology was consulted and on their 
advice emergency tracheotomy was postponed. Eight 
hours after admission his respiratory distress had im- 
proved but his peculiar maniacal behaviour persisted. He 
had no other abnormal signs referable to the central 
nervous system apart from an equivocal nuchal rigidity. 
The optic discs appeared normal. The nurses noted on 
two or three occasions that he had tremors of his upper 
extremities. Sedation with phenobarbital was unsuccess- 
ful but was finally achieved on his third hospital day 
with chlorpromazine. His temperature ranged between 
101° and 103° F. until September 25, when it remained 
at 100° F. for 48 hours before it subsided to normal on 
September 29. He showed definite signs of improve- 
ment by the end of the week, and by his tenth hospital 
day he was playing like any healthy child of comparable 
age. 

Laboratory investigation. Hemoglobin value 8.6 g. %, 
white cell count 11,200 with 6200 neutrophils, 4400 
lymphocytes and 800 monocytes. There was no stipplin. 
of the red cells. Urinalysis was normal. Intra aul 
tuberculin and blood Wassermann tests were negative. 
Blood calcium, potassium, sodium, chlorides, CO, com- 
bining power, sugar and non-protein nitrogen were 
within normal limits on September 22. Cerebrospinal 
fluid (CSF) samples obtained on September 21 and 
26 were clear and colourless with only two cells and 
a negative Pandy test in each case. The protein, sugar 
and chlorides of the CSF of September 26 were within 
the normal range. Roentgenological examination of the 
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long bones revealed no lead line or any abnormality. 
The chest and skull radiographs were not abnormal. 
A blood culture taken on September 21 was negative. A 
very light growth of Staphylococcus pyogenes was ob- 
tained from the nose culture. An electroencephalogram 
taken on September 22, only 24 hours after phenobar- 
bital was discontinued, was reported as showing “no 
definite abnormality”. 

One of us (V.P.) carried out virus antibody studies on 
this child. The following are the results of the comple- 
ment-fixation test: 


Days after Titres of complement 
admission to fixation antibodies for 
hospital W.E.E. in the serum 
Go -- 2eegesetotantenecuas 0 

Te. Sasivlewacydmeneees 1:4 

Soe . pxttadiedwianad dvtgum emacows 1:8 

De... >. wast heweweksaseeaee 1:32 

BOE 6vin cid dnsdsuesanees 1:8 


All of the serum samples gave a negative complement- 
fixing reaction with the following viral antigens: lym- 
phocytic choriomeningitis, Eastern equine enneslinlits, 
St. Louis encephalitis, mumps and Japanese B encephal- 
itis. The tests for neutralizing antibodies were positive 
in all serum samples, but the virus could not be 
isolated from the samples of serum, CSF, stool, nose and 
throat swabs sent on the sixth day of illness. 

There was no family history suggestive of an ence- 
phalitic syndrome, no history of contact with horses or 
fowl, and the family had not been out of Montreal since 
the birth of the child. Serological tests on the father 
and an older sibling, aged five years, gave negative 
results. The mother was found to have complement- 
fixation antibodies for W.E.E. in a titre of 1:16 but 
she gave no history of illness. One year later the titre 
was 1:4. Local veterinarians, when contacted, reported 
that they had not seen or heard of any cases of this 
disease in any animals, 

The child was seen at the neurology out-patient clinic, 
one month, six months, and one year after discharge. 
During the first two visits, the mother complained of 
marked personality changes in the child since discharge, 
e.g., fearfulness, destructiveness and temper tantrums. 
By the last visit, she reported definite improvement. At 
all visits, the neurological examination showed no 
abnormalities. However, an electroencephalogram taken 
on his last visit showed “an area of dysfunction—poten- 
tially epileptogenic in the right occipital area”. 

A psychometric analysis was done on his last visit as 
well, and the psychologist reported the child to be func- 
tioning at borderline mental deficiency. However, we 
have no pre-illness tests for comparison, and, further- 
more, psychological tests at this age must be interpreted 
with great care. 

An attempt was made to rule out the possibility of 
aminophylline intoxication, particularly in view of the 
similarities of this case to the cases of White and 
Daeschner, recently reported.17 The child had had 
aminophylline suppositories on three known occasions 
before this illness without any unusual response. He 
had received 3% grains of the suppository over 12 
- hours before this admission and 1% grains immediately 
after admission. We gave the child 3% grains of sup- 
pository as a test on his last follow-up visit and no 
untoward signs occurred. No definite conclusions can be 
drawn from this test, but it is highly unlikely that the 
serological changes that occurred could be due to this 
idiosyncrasy, or that any e of anamnestic stimula- 
tion (virus or bacterial) could have occurred.1% 


DIscussIONn 
A. Clinical 


W.E.E. has such varied clinical manifestations 
that the differentiation of it from non-paralytic 
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poliomyelitis and the other acute encephalitides 
is impossible without serological tests. It has the 
same seasonal incidence as poliomyelitis, prevail- 
ing mostly from mid-July to mid-September. The 
highest age incidence is reported to be in adult 
males 20 to 50 years of age, working outdoors. 
However, in the Manitoba epidemic of 1941, 
infants of under one year of age had a high 
incidence. The vector is thought to be a mos- 
quito, a wild bird mite, chicken mite or wood 
tick, although proof of this is lacking. Chickens 
and other birds are suspected of being reservoirs 
of the virus. 

The incubation period is 5-10 days with ex- 
tremes of 4 and 21 days. The initial symptoms 
are mild, consisting of headache, fever, drowsi- 
ness and gastro-intestinal disturbances. As these 
symptoms are subsiding, in 1 or 2 days, there is 
a sudden elevation of temperature with acute 
neurological signs predominating. The febrile 
period lasts 7 to 10 days. Paralysis is found in 
15% of the cases. Atypical types such as (1) 
abortive forms, consisting of fever and head- 
ache, and (2) inapparent forms, with little or no 
clinical disturbances but with definite serological 
changes, are not uncommon. A mild epidemic 
in Saskatchewan a few years ago masqueraded 
as an influenza infection.* Most of the cases re- 
ported in infants were explosive in their onset 
and portrayed a fairly complete picture of 
encephalomyelitis. 

The onset of the infection in our patient was 
acute but the initial symptoms were those of 
an acute laryngo-tracheo-bronchitis with marked 
restlessness. Only after the respiratory difficulty 
had abated with no improvement in his agitated 
behaviour was the diagnosis of some type of 
encephalitis entertained. The cerebrospinal fluid, 
as mentioned above, was normal and is reported 
normal in rare cases. The more common finding 
is a pleocytosis (10-400) with polymorphonuclear 
leukocytes predominating early in the disease 
and later mononuclear cells; the protein content 
is usually elevated and the sugar content slightly 
decreased or normal. 

The mortality rate varies from 7 to 20% with 
an average of 10%. The reports regarding se- 
quelz differ. Adamson and Dubo, reporting 
mostly on adult males 16% of whom were over 
60 years of age, have claimed that most patients 
recover completely.t Medovy found that of 17 in- 
fants with W.E.E., 12 made a complete recovery 
and five had sequelz.? Everyone who has fol- 








lowed up cases of W.E.E. over a period of time 
has found a definite number of sequel attribut- 
able to the disease, e.g. (1) inability to use one 
side as well as the other, (2) focal or generalized 
convulsions, (3) rigidity, (4) speech difficulty, 
(5) retarded mental development. 

Our patient was thought to have average men- 
tal development before the onset of the illness. 
No actual testing was done then, so that the fact 
that he is now functioning at “borderline mental 
deficiency” is difficult to assess, but combined 


with the EEG findings of “an area of dysfunction .. 


—potentially epileptogenic in the right occipital 
area’, it may have some significance. 


B. Serological 


The diagnosis of W.E.E. can be confirmed 
only by isolation of the virus or serological ex- 
amination. A suggestive clinical picture is con- 
clusive when accompanied by one of the 
following:'® 

1. Virus isolated from the central nervous 
system or blood of the patient. Virus can most 
frequently be obtained from grey matter of 
patients who have died within the first five days 
after onset and when autopsy is performed 
within two or three hours after death. Other 
tissues, blood or cerebrospinal fluid rarely if 
ever give positive results. 

2. The demonstration of a rising titre of neu- 
tralizing or complement-fixation (C.F.) anti- 
bodies. The neutralizing antibodies reach high 
titres in one week and stay at these levels for 
about two years, and gradually disappear. They 
have been found as late as 12 years after the 
initial infection.t Complement-fixation antibodies 
begin to appear at the end of the first week; 
their titre rises slowly and begins to subside 
again after six to eight weeks. Usually they are 
detectable up to 12 to 14 months." 

3. The presence of low titre of complement- 
fixing (C.F.) antibodies, in the absence of the 
antibodies against other encephalitides, may have 
considerable significance in diagnostic studies. In 
general, a four-fold rise of C.F. antibodies is 
considered significant. 

In a few instances antibodies of the 
W.E.E. have been detected in individuals 
in Northern Ontario and in people in Ontario 
who have come from western Canada or the 
U.S.A. The Epidemiology Division of the 
Department of National Health and Welfare 
has reported: “To the best of our knowledge, the 
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virus has never been isolated in Quebec and 
there have been no cases of disease caused by 
the Western variety of the virus in Eastern 
Canada before.”"* “It has been reported that this 
year, investigators in New Jersey have isolated 
antibodies to the W.E.E. virus in a pheasant.”"* 
Mitchell and Pullin’? collected, at random, sera 
in 1942 for pre-inoculation assessment, and 
detected an antibody incidence of 18.95% in 
1013 cases in Manitoba, 1.98 in Ontario and none 
in 50 cases tested in Quebec. Pavilanis'® studied 
the sera from 100 patients in a mental hospital 
in Montreal and found no antibodies for W.E.E. 
In checking through the records of four years of 
operation of the Virology Laboratory of the In- 
stitute of Microbiology in Montreal, he had only 
one case in 1952 which showed a low titre for 
antibodies of W.E.E. 


CONCLUSION 


The case of a 20-month-old infant with a clin- 
ical picture resembling acute laryngo-tracheo- 
bronchitis but with significant rising titres of 
antibodies of W.E.E. has been presented. This 
appears to be the first reported case of this 
disease east of Manitoba. The literature on 
W.E.E. has been reviewed and the diagnosis 
discussed. In summary, we suggest that all pa- 
tients with symptoms suggestive of encephalo- 
myelitis and those with neurological disturbances 
of undetermined etiology should have serological 
testing for neurotropic viruses. 
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ALCOHOLISM 


In Canada, alcoholic employees lose about 19 working 
days per year as a result of this illness—more than twice 
the absenteeism of non-alcoholic employees. 
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Special dah 


THE REHABILITATION CENTRE 
AND RHEUMATIC DISEASE* 


H. S. ROBINSON, M.D., C.M.t and 
ELEANOR J. BRADLEY,}+ Vancouver, B.C. 


A croup OF 125 patTiENtTs have been treated in 
the Canadian Arthritis and Rheumatism Society’s 
medical rehabilitation centre in Vancouver since 
1951. This report is especially concerned with 
the change in the work pattern of 117 of these 
patients following treatment. 

Five years after the opening of this Medical 
Centre, the socio-economic status of the dis- 
charged patients was surveyed. Since patients 
were admitted successively over the five years, 
the period of follow-up varies from five years to 
a matter of weeks. 

In each case, follow-up from the time of dis- 
charge from the Centre was carried out by one 
or more members of the treatment team—physio- 
therapist, social worker, or physician. 

A brief résumé of the Medical Centre facilities 
might be of interest. The Canadian Arthritis 
and Rheumatism Society rents a wing from the 
Western Rehabilitation Centre. In the Centre 
we have a fluctuating number of from seven to 
ten non-nursing beds for intensive in-patient 
treatment. We have also separate physiotherapy, 
occupational therapy and social service depart- 
ments, as well as a nurse. Heading up the re- 
habilitation team is a medical consultant. 

In the treatment program, the physiotherapy 
and occupational therapy departments use vari- 
ous modalities of treatment. These consist of 
various forms of heat, deep pool bath, exercise 
therapy, and re-training in activities of daily 
living including training in the use of self-help 
devices. On discharge of a patient from the Cen- 
tre, the occupational therapist visits the patient’s 
home and supervises alterations needed to im- 
prove his or her functional living. 

The Social Service Department’s interest goes 
beyond the mere arrangement of financing the 
patient’s stay. Active casework is carried out in 
all instances at regular interviews. Patients can 
voice the many social and economic problems 
that face them. They can express their hopes and 
disappointments, and the social worker helps 
to work out these problems. Community re- 
sources are utilized fully for the solution of such 
problems as re-training and job placement. 

The nurse supports the physician and his team 
in many ways. She does necessary blood tests, 


*Presented at the Annual Meeting of the Canadian Rheu- 
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gives gold injections, makes resting plasters, and 
so forth. 

The doctor co-ordinates this team according 
to the individual problem. 


ASSESSMENT 


The 125 patients accepted for in-patient treat- 
ment in the five years were a picked group. 
They came from two sources—out-patient depart- 
ments and private physicians throughout the 
province. Criteria for acceptance were not rigid, 
and changed throughout these years as exper- 
ience grew. In general, attempts were made to 
admit patients who were well motivated, who 
were in relative remission of their disease, 
whether natural or induced by drug therapy, 
and who were candidates for intensive physical 
treatment measures. 

In some instances orthopedic problems with 
deformities requiring correction were included. 
In‘ these cases, treatment was carried out before 
and after procedures such as manipulation or 
arthroplasty. 

Since nursing beds were not available, the 
patients had to be able to feed themselves, use 
toilet facilities and manage in a wheelchair at 
least. 

Once in the Centre, a complete examination, 
with the necessary investigations, was carried 
out. This included assessment of disability and 
the ability of the-patient to carry out the func- 
tions required in his daily living, such as eating, 
bathing, dressing, and in some instances, work- 
ing. 

Team conferences were held at intervals dur- 
ing the patient’s stay, where findings were re- 
viewed and the goal for treatment set. This goal 
varied from improvement in self-help activities 
all the way to return to work, depending on the 
individual patient. 


TREATMENT 


Treatment consisted of the usual medications 
prescribed by the attending physician, varying 
from case to case, in addition to the intensive 
team therapy. During his stay, the patient was 
orientated and adjusted to his disease as far as 
possible, and made aware of the reality of the 
goal set with him. 

On discharge, he was referred back to his own 
physician and further treatment recommended. 
In all but one instance, follow-up was continued 
by the physiotherapist and the social worker, 
as well as by the family physician. 

The average pre-treatment duration of disease 
was six to seven years, varying from three months 
to 30 years. The average time of stay in the 
Centre was three months. 

As can be seen in Table I, the great majority 
of patients had either rheumatoid arthritis or 
Marie-Striimpell spondylitis. The figures reflect 
the usual sex incidence. 





TABLE I.—DiIstrisuTion or Cases ACCORDING TO 
DISEASE AND SEX 





Male Female Total 








Rheumatoid arthritis............ 39 56 95 
Marie-Striimpell spondylitis...... 18 4 22 
SOSURRITAIINES Soci o.oo ccs eciscicon 3 2 5 
Miscellaneous...... Sele e ae Oke 1 2 3 

125 


The cases of rheumatoid arthritis and spondy- 
litis are broken down according to age group in 
Fig. 1. The majority fall between the ages 
of 20 and 59. The average age is 43 years. 


Tables II, III, IV and V demonstrate the ~ 


change in the work pattern of the patients with 
rheumatoid arthritis and spondylitis who have 
gone through the Centre as the 
initial stimulus. As mentioned 
previously, besides teaching the 


patient to understand and ac- 30 
cept his disease, the functional 
goal varied from improvement 27 
in self-help to return to work, 
where possible. 2h 


Table II shows the several 
categories of employment before 
and after treatment for 22 
patients with Marie-Striimpell 
spondylitis. The “after” figures 
indicate a very satisfactory re- 
sult, considering the criterion of 
return to full-time work, which 
is the toughest test that can be 


21 


18 


Number of Patients 


set. It is apparent that there is 9 

a complete reversal of the work 

pattern. Before treatment five ¢ 

were doing full-time work and 

14 doing no work. At the time 3 

of the survey, 13 were on full- 

time work and eight were not ” 
working. , _ 


A breakdown of the residual 
group of eight unemployed in 
the “after” column shows that 


TABLE II.—Work Partrern or 22 CasEs oF 
MaRIE-STRUMPELL SPONDYLITIS 


Before i After 





— 








Employment status treatment treatment 
I a itt aia ates hii Se die 5 13 
NS Ss 5 Sa naeieeaaigartene eats 2 

I ssa adn ih oink a we 1 1 
PG hi Gedeckctvenc pia ee 14 8 


TABLE III.—Work Pattern or 39 CASES OF 
RHEUMATOID ARTHRITIS—MEN 





Before After 
Employment status treatment treatment 
RM To fo Nn i, eed 68 seed te Leg py 13 
SEEM cis 8 Seite yee ba 2 
DOING gis scx oso da pies oe 4 1 
Intermittent but deteriorated..... “a 
POONER A ea ect a Sa 34 21 
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TABLE IV.—Work PatrTerRN oF 56 CASES OF 
RHEUMATOID ARTHRITIS—WOMEN 


Before After 
treatment treatment 


Employment status 


a vs —— 


PIN RMR ENERO i Scorn acc Aneeetece ioe 10 31 


BN RNIN Se gsc th 5 tosh EIR us 22 6 
TpSPIMBMIENG «<6 k cs slew cw es 1 3 
Intermittent but deteriorated. .... 4 
ANNIE ext Bing ree ke 23 12 


there is still working salvage—two of these pa- 
tients are in training, and return to work shortly 
is expected; one has not been able to find a 
suitable job, although he is capable. This leaves 
five of the 22 incapable of work. Of these, two 
are unemployed because of personality difficul- 





[] Rheumatoid arthritis 
M.S. spondylitis 


20-29 30-39 Long 50-59 60-69 
Age groups 
Fig. 1 


ties, and three are unable to work because of 
their severe disease. 

In Table III it is apparent that of the 39 male 
patients with rheumatoid arthritis only one was 
working full time prior to admission, while 34 
were doing no work. At the time of assessment 
13 were doing full-time jobs and 21 no work. 

Of the 21 patients not working, two are stu- 
dents and are work candidates; five can find no 
suitable job but are capable of work; and two 
are dead. This leaves a residual group of 12 
patients. Three of these have personality dif_i- 
culties which prevent work, and nine have severe 
disease preventing participation. 

Table IV illustrates the change in the work 
pattern of 56 women with rheumatoid arthritis, 
Many of these were housewives. The distinction 
between full-time housewife and_ part-time 
housewife was based on whether ancther person, 
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such as a housekeeper or relative, was required 
to assist in the duties in the home. By full-time 
we mean that these patients were capable of 
handling their household duties by themselves, 
releasing the helper. Before treatment,‘ 10 were 
capable of full-time duties, and 22 of part-time; 
23 were doing no work whatever. At the time of 
follow-up, 31 were doing full-time work and 
six part-time. Of the 16 doing no work, five have 
severe personality problems and 11 have severe 
disease preventing work. 


TABLE V.—Work Pattern or ToTaAL GROUP OF 
117 PaTIENTS 





Before After 
Employment status treatment treatment 
NSS 2 Sirk Glee Soke aes 16 57 
NY 2 ie ics Sh ea eee wee eee 24 8 
pO EE ee 6 5 
LL er pean ea 71 47 


Findings relating to the entire group of 117 
patients are consolidated in Table V. The 
change in work pattern is apparent. Before 
treatment, 16 were on full-time work and 71 
were doing no work. After treatment, 57 were 
on full-time work and 47 were doing no work. 
To achieve these results, 13 patients were pro- 
cured new jobs, often of a more protective type, 
and nine have been re-trained in new jobs by 
such means as correspondence courses, training 
on the job, or Schedule M of the Federal- 
Provincial Rehabilitation Program. Of the nine 
trained, all but two have managed to keep 
working despite their illness. 


DIscussION 


Rehabilitation in the rheumatic diseases is 
replete with difficulties. In other conditions, 
such as poliomyelitis or paraplegia, one is deal- 
ing with a measurable disability in an other- 
wise well person and here the degree of 
rehabilitation possible is relatively predictable. 
In rheumatoid arthritis, however, one deals with 
a constitutional disease of unpredictable course. 
Exacerbation of the disease in some of our 
patients made initial goals of treatment im- 
possible. 

Another problem was the recognition and 
elimination of the poorly motivated; the un- 
realistic; the inadequate personalities. It is 
essential that the patient’s goal and the doctor’s 
goal be the same. If the patient’s wish is to live 
a dependent life, treatment faces him with a 
dilemma—usually resolved to the detriment of 
such treatment. On the other hand, the patient 
may set an impossible goal—a measure of in- 
ability to accept his disability. We cite the case 
of a middle-aged man with severe rheumatoid 
arthritis of three years’ duration, whose goal 
was to return to deep-sea diving; ours was simply 
improvement in self-care. 

Severe dependency patterns were difficult to 
adjust. Although patients falling in this group 
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often gave lip service to improving their lots, 
they rarely co-operated energetically in the 
program. 

We found that our pre-admission assessment 
of the patient’s mental attitude was inadequate, 
and we are still confused in this regard. The 
group of 10 patients, already mentioned, who 
did not return to work because of personality 
problems, included two psychotics who were 
not recognized. A confusing feature was the fact 
that some patients considered poorly motivated, 
reversed their mental attitudes after an initial 
trial of treatment and began to co-operate well. 
This was possibly due to the environment of 
the Medical Centre. 

Another problem emphasized in this study is 
that of work placement. In this small group of 
casés, six were capable of work in some 
capacity, but jobs could not be found for them. 
The implications of this need no emphasis. When 
a patient is physically and emotionally prepared 
to return to work and it is not available, the 
effects may be disastrous. 

Notwithstanding the problems of assessment, 
and considering the unpredictable nature of 
these disease states, the change in the work 
pattern of this group of cases is most encourag- 
ing. Return to work in a significant proportion 
of patients is but one evidence of the change 
in the pattern of living in this entire group. We 
have not enumerated the profound changes in 
mental attitudes; or emphasized the social im- 
plications of such a program—nor have we dis- 
cussed the improvement in self-help or pre- 
ventive aspects implicit in the type of training 
given to patients. One would emphasize, finally, 
that a period of time spent in a rehabilitation 
centre is not enough. Encouragement and sup- 
port after discharge may be major factors in 
enabling patients to reach and maintain maxi- 
mum goals. 





PROGNOSIS IN CORONARY THROMBOSIS 


“Twenty years ago a diagnosis of coronary thrombosis 
was regarded as equivalent to an early death-warrant. 
Nowadays it is realized that the outlook is by no means 
so sinister, especially in a middle-aged man (between 
40 and 65) who “ through his first attack. In one 
large group of middle-aged medical men who had coron- 
ary thrombosis, 80 per cent did not have another attack 
for at least five years, and many went much longer— 
an encouraging thought and good news for us all, and 
one that makes really careful treatment during the first 
few hours and days of the first attack so well worth 
while. Once these first few dangerous days are passed, 
many patients who had coronary thrombosis lead a 
normal or almost normal life for many years. The father 
of a friend of mine had myocardial infarctions at the 
ages of 55, 63, and 78, and died at the age of 82 of 
something quite different: 27 years after his first attack. 
This more hopeful aspect of coronary thrombosis—its 
‘new look’—is one that should be more generally known.” 
_J. H. Hunt, Practitioner, 177: 315, 1956. 
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THE POWER OF PosiITIvVE CRITICISM 


One of the distressing features of our modern 
age in the eyes of the more misanthropic middle- 
aged—who, like all the middle-aged in history, 
have naturally known better days—is the decline 
in volume and effectiveness of positive or con- 
structive criticism. For this the Dale Carnegie 
school and the witch hunters must shoulder 
some responsibility, since even helpful criticism 
tends to win no friends and to be frowned upon 
by the conformists who have taken over our 
public conscience from the nonconformists. 


All this is by way of welcoming a most 
stimulating session in a stimulating Annual Meet- 
ing, where participants were encouraged at the 
closure of the convention to criticize its conduct 
and its content. Thus the Edmonton Annual 
Meeting of the Canadian Medical Association 
closed with a bang—even though a mild one— 
in contrast with the usual tendency of medical 
meetings to peter out in a whimper as the out- 
going doctors drift away. 


When the balance was struck at the final 
session it was to be expected that the assets 
would far outweigh the liabilities. Everyone 
agreed that it had been a good Convention and 
that the Alberta Division had done an excellent 
job. In these circumstances it was much easier 
for speakers to find features for praise than for 
censure. Thus Dr. D. R. Wilson remarked that his 
most vivid impression of the meeting was the 
great improvement over the last few years in the 
quality of the papers presented, while Dr. 
Morley Young, our new President, drew atten- 
tion to the way in which enthusiastic general 
practitioners crowded into section meetings as 
well as the general sessions. 
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The growth in sectional meetings and in 
meetings of specialist societies at or around 
the time of the Annual Meeting has been a 
steady process. It may be expected to continue; 
diabetes or endocrinology may provide an early 
addition to the list of sections. The growing list 
indicates clearly the need, recognized by General 
Council this year in their study of by-laws, to 
define carefully the relation of sections and 
affiliated societies to the Association. 

The general sessions were uniformly good, but 
Dr. H. L. Richard in summing up the surgical 
program thought he detected a tendency for 
some surgeons to talk down to the general prac- 
titioner. If this is so, it is a pity and unnecessary, 
for the general practitioner at this meeting 
showed himself capable of keen interest in the 
more specialized aspects of gastro-enterology, 
obstetrics, pediatrics and radiology. 

It has always seemed to us that the most 
interesting feature of the scientific program is 
the panel discussion, particularly when the 
members of the panel disagree. Dr. Richard 
remarked that he would like to see more spon- 
taneity in these discussions, a hint that deserves 
following up. Perhaps it was the spontaneity 
that crept into the colour TV showings that 
made them so attractive. Unlike a set lecture, 
a televised operation commented on by a panel 
may spring a surprise at any moment and thus 
enhance interest. When a surgeon reads a paper 
on gastric diagnosis the impact is not so great 
as when the same surgeon opens an abdomen 
in search of a duodenal ulcer and displays to 
the TV audience a gastric carcinoma instead. 
Like the twists in a Hitchcock thriller, these 
manifestations of human caprice keep the audi- 
ence (and the panel) on their toes. Their ex- 
tended use in teaching should be encouraged. 

Since criticism is now the order of the day, 
it might also be suggested that panels should 
reflect more and more the interdisciplinary ap- 
proach. The C.M.A. Annual Meeting is the 
best place for the interplay of ideas between 
the numerous specialties, the only place where 
a general practitioner, a cardiologist, a surgeon, 
a pediatrician and a radiologist can sit round 
a table and discuss heart lesions for the edifi- 
cation of their colleagues. This is already being 
done; maybe it should be extended to take in 
a large proportion of the program, while a few 
gifted orators interpose their solo performances 
between the symphonic variations. 
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Meanwhile our heartfelt thanks are due to our 
Alberta friends not only for their solicitude 
for our scientific and social welfare, but also 
for starting a critical process calculated to avert 
the distressing condition of ossification of the 
program. 





Editorial Comments 
HEALTH EDUCATION OF THE PUBLIC 


Those who have had an opportunity of com- 
paring public health techniques in various parts 
of the world will have realized that there is an 
obvious cleavage in thinking about the functions 
of the so-called “health educator”. In certain 
parts of Europe and the Commonwealth, little 
is known about this comparative newcomer to 
the public health team, and the tendency in the 
past has been to confine education of the public 
to such professionally trained personnel as 
physicians and public health nurses and to 
make education a _ by-product of services 
rendered. In the United States, on the other 
hand, it has long been felt that physicians were 
unable or unwilling to give the necessary amount 
of time to educating the public, and this phase 
of preventive medicine has gradually come into 
the hands of persons trained in education but 
not in medicine. Indeed the Section of Health 
Education of the Public, World Health Organiza- 
tion, had to depend for its main recruitment in 
the past on United States citizens. 

So deep is the cleavage in thinking between 
the two schools that, when a conference in 
health education was held in Australia a couple 
of years ago, the Australian medical profession 
reacted rather adversely to the idea that a health 
educator should participate in the conference. 
Indeed, the Medical Journal of Australia in re- 
porting that conference rather slightingly re- 
ferred to the WHO delegate as a “publicity 
expert”. Canada is developing a genius for re- 
conciling opposing points of view, and some 
of this was evident at the recent discussions on 
health education at the annual meeting of the 
‘Canadian Public Health Association in Toronto. 
Some provinces in Canada have a department 
staffed by a physician part time and others by 
health educators. The discussions held during 
the meeting were summarized by Dr. Jules 
Gilbert, Director of Health Education for 
Quebec. Having briefly reported the findings of 
the panel of health education doctors, Dr. 
Gilbert then added a number of principles in 
which he personally believed. 


He began by saying that health education is 
a basic function of all health departments and 
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should be the main objective of all voluntary 
agencies. It should be the basis of action by all 
public health workers, since the most effective 
method of education is by personal contact. He 
might have added that where the personal con- 
tact involves giving service, education will be 
still more effective. The health educator by his 
training is not likely to be able to render any 
personal service to his public, and if used in 
this endeavour is certainly less likely to be 
listened to. Nevertheless, as Dr. Gilbert re- 
marked, you cannot reach a whole population 
by personal contact and therefore the mass 
media must be used, even though their message 
loses in depth what it gains in superficial spread. 
This of course is where the health educator 
really comes into his own. He should be a person 
trained in teaching methods and in the sound 
use of the mass media, so that he may be used 
as a consultant to all members of the health 
team who are willing and able to give advice 
to their public. Ideally, of course, the health 
educator should be a person trained in the 
presentation of information to small and large 
groups and in the use for this purpose of all 
types of media, including radio, television and 
the press. He should be able to supply teaching 
material, for example, to teachers in schools, 
and should be able to do some research into 
methods in use in order to evaluate them. It is 
little wonder that a member of the panel at the 
meeting expressed the view that a one-year 
course was not sufficient to produce such a 
superman. One thing is clear. Since incorrect 
information is much worse than no information 
at all, somewhere at the apex of the health 
education pyramid there should be a physician 
to ensure the scientific accuracy of what is 
taught. 

This function of the physician is of course 
quite separate from the duty imposed on every 
practising member of the profession to combine 
his therapy with education. No one has greater 
status with the individual member of the public 
than the private physician; he should use that 
status and influence daily in the promotion of 
health as a positive concept. 





Wuy TONSILLECTOMY? 
From the United States Public Health Service 


(Collins, Lehmann and Trantham’) an inter- 
esting study on tonsillectomy in populations has 
recently appeared. This suggests that family in- 
come is a more important factor than the geo- 
graphic location of the people concerned in 
determining frequency of the operation. 


John Fry? has recently also written a timely 
and provocative paper on alleged and real medi- 
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cal indications for this operation, which points 
out the high total costs of this common pro- 
cedure, the tying up of hospital beds, and the 
dangers. In the United Kingdom, over the last 
five years, almost 40 children have died per year 
as a result of tonsillectomy. “The rate of post- 
operative ear infections is far from negligible. 
Cross-infection of children in hospitals is a 
definite risk; the mental stress and trauma to 
which these young children are subjected is 
being more appreciated, and the anxieties of 
the parents should also be remembered; finally 
there appears to be a definite increased risk to 


bulbar polio-encephalitis in the immediate post- |, 


operative period and possibly at later times as 
well.” 


From his own observations Fry recommends 
tonsillectomy in recurrent otitis media and re- 
current attacks of tonsillitis, He also notes 
“parental pressure” as a factor in having the 
procedure carried out. What he does stress is 
that sore throats are common. In his own prac- 
tice tonsillitis is rare under four years of age. 
It is common in those aged 4-9 years. In a group 
of children which he followed for common upper 
respiratory diseases, there is a fairly constant 
level of incidence from birth up to 4 years. “At 
5-6 there is a marked peak, presumably asso- 
ciated with starting school. An equally remark- 
able fall occurs at 7-8, and it is this natural 
decline which should be appreciated, for it sug- 
gests that by this time the child has acquired 
an immunity to the infectious or other agents 
that are responsible for the condition.” 


It should be borne in mind of course that in 
Britain there are said to be something like 
100,000 persons on the waiting list for tonsil- 
lectomy, and that British authors may therefore 
feel it necessary to discourage the operation, in 
view of the sheer*impossibility of coping with 
these numbers satisfactorily. 

LeRiche and Stiver* have studied tonsillectomy 
in 1000 cases from the records of a prepayment 
plan in Ontario, using physicians’ services, or 
calls, as a measurement of intensity of upper 
respiratory disease, for one year before and one 
year after the operation. Tonsillectomy rates 
varied widely from 29.0 to 3.5 per thousand. 
Evidence is presented suggesting benefit in 
cases of tonsillitis and otitis media.* In certain 
cases of bronchitis and other upper respiratory 
conditions there also appeared to be some 
benefit. But the children were one year older 
after the operation than before, and this in 
itself must have had some influence in decreas- 
ing upper respiratory symptoms. What does 
emerge from this study is that there were 135 
cases out of 1000 in which the operation was 
apparently not indicated from available informa- 
tion. The original paper should be read to see 
whether the authors can adequately support 
this conclusion. 
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From a study in Southern Ontario, Lossing* 
has found that the picture of tonsillectomy in a 
group on a prepaid medical care plan was 
closely similar to that of a similar group which 
did not have prepayment. Whether this observa- 
tion applies generally is not known. It does 
suggest, however, that medical opinion is more 
important in deciding on the operation than 
medical need. It could also mean that tonsil- 
lectomy has become a tribal rite in some parts 
of the world, not necessarily related to the pre- 
vention or cure of illness. 


Tonsillectomy should be studied in terms of 
the whole upper respiratory disease picture in 
families. It cannot be adequately studied in 
isolated individuals. Can it be proved to be use- 
ful in all those children who are subjected to this 
procedure? 
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SUNLIGHT AND MALIGNANT MELANOMA 


Malignant melanoma or melanocarcinoma is 
important because it is a highly malignant 
tumour. Fortunately it is a relatively uncommon 
one. It is rare in childhood, but may occur at any 
age from 15 onwards. Certain individuals appear 
to be more prone to develop these tumours than 
others. According to Pillsbury, Shelley and 
Kligman,: the incidence of melanocarcinoma is 
three times greater in whites than in Negroes. 
Sex also seems to have some bearing on the 
incidence of the tumour, for melanocarcinoma 
occurs twice as frequently in the female as in 
the male. The incidence is generally accepted 
to be higher in the thin-skinned white people 
who tan poorly on exposure to sunlight, and who 
develop freckles. 

Recently Lancaster and Nelson? published the 
result of a clinical survey “to determine whether 
environmental factors (especially sunlight) or 
certain bodily characteristics (such as a fair 
skin) are of importance in the etiology of melan- 


oma (melanocarcinoma).” They drew the con- 


clusion that those who produce little pigment in 
the skin are more prone to melanoma (melano- 
carcinoma) than those who produce pigment 
readily, and that sunlight appears to be as im- 
portant in the production of melanoma (melano- 
carcinoma) of the skin as it is in the production 
of basal cell carcinoma and other skin cancers. 
Their series contained 67 males and 106 females 
with malignant melanoma. The ages ran from 
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15 to 75 and over. The melanocarcinomas were 
compared with a second group containing either 
basal cell or squamous cell carcinoma in a similar 
sex and age group, and with a third group con- 
taining malignant tumours of internal ‘origin in 
a similar sex and age group. The interviews 
recorded: pathological diagnosis, site of primary 
growth, age, sex, race, hair colour, eye colour, 
skin colour, skin texture, sensitivity of skin to 
sunlight, occupation, and outdoor recreations. 
All the subjects examined were of European 
descent. There were more red-haired and fair- 
haired in the melanoma (melanocarcinoma ) 
group than in the other two groups. Also, there 
were more fair-skinned types in the first group. 
Coarse skins were noted almost twice as com- 
monly in patients with the internal cancers. 
There were more blue and green-grey eyed indi- 
viduals in the first group. About 62% of the 
first group stated that they burned easily in the 
sun, while only 36% of the third group also 
agreed that they did. This would seem to lay 
stress on the protective measures of the skin, 
especially pigmentation and thickness (cornifica- 
tion). The five skin characteristics (skin colour, 
skin texture, hair colour, eye colour, and re- 
action to sun) have long been considered of 
etiological importance in basal cell carcinoma 
and squamous cell carcinoma; now Lancaster 
and Nelson find that they are also of the same 
importance in their group of melanomas (melano- 
carcinoma). They quote Blum (1945) as stating 
that direct injury to the cells of the epidermis 
occurs from ultraviolet light of wavelength less 
than 3200 Angstrém units. Melanin is normally 
formed chiefly in the basal cell layer, but after a 
few days it migrates into the more superficial 
layers, eventually reaching the stratum corneum. 
The pigment darkening is caused by longer 
wavelengths (3000 to 4000 Angstr6ém units) than 
that which produces erythema. They summarized 
their results by stating that melanomas (melano- 
carcinomas) tend to occur in the fair or red- 
headed types with fair skin, and to be more 
frequent in those who have been exposed to 
excess doses of sunlight over a period of several 
years. Therefore as this type of malignancy is 
almost certainly fatal, it behooves individuals 
with fair colouring to avoid sunburn at any age 
as much as possible. If they have to work in 
the summer sun, they should wear protective 
_clothing and apply sun-screen creams to exposed 
areas of skin. 

This article does not make any mention of the 
melanocarcinomas which occur on the mucous 
membranes of the head, neck, genitalia and 
anorectal regions, and which possibly are not 
influenced by sunlight.* H. Rutran 
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AMINOPHYLLINE TOXICITY 


One of the items mentioned by Dr. Medovy in 
his rapid review of pediatric news at the Col- 
lege of General Practice convention last March 
was aminophylline toxicity. Aminophylline or 
theophylline ethylenediamine has been used on 
a large scale for many years because of its excel- 
lent bronchodilator action. In the vast majority 
of cases it has proved of great value in relief of 
bronchial asthma and other conditions of bron- 
chiolar obstruction, particularly in infants and 
children. But of recent years reports have been 
accumulating of serious toxic effects in a small 
number of cases characterized mainly by over- 
dosage and failure to appreciate the meaning 
of toxic signs and symptoms. 

In the June issue of the Journal of Pediatrics, 
there are two contributions on the subject which 
merit the attention of all users of the drug. In 
a letter to the editor, Glaser and Berman urge 
that a valuable antihistaminic drug be not 
needlessly abandoned. In 20 years they have 
never seen a serious toxic reaction to amino- 
phylline, and attribute this in part to the fact 
that they never give it to a patient with nausea 
or vomiting, since these are early signs of amino- 
phylline poisoning and the picture could become 
confused. Furthermore, when the patient is de- 
hydrated they are careful to hydrate him by 
giving the first- dose of aminophylline intra- 
venously well diluted with plenty of fluid. They 
also point out, as does the other contributor 
to the same issue, the possibility of a synergistic 
toxic action with ephedrine. If the drug is used 
in suppository form, it is well to remember that 
it may not be evenly distributed in the sup- 
pository; cutting the suppository in half may not 
mean administering half the total dose. 

Soifer (J. Pediat., 50: 657, 1957) has collected 
a total of 37 cases of alleged aminophylline 
toxicity, with 11 deaths. Most of the cases were 
in children under three years of age. The earliest 
symptom of toxicity is restlessness, the next most 
constant is vomiting. To continue aminophylline 
administration to a restless, vomiting child is to 
invite irreversible damage and death. Fever and 
convulsions develop in half the cases; albumin- 
uria is rare. 

The hazard of allowing a mother to use sup- 
positories of aminophylline on her offspring is 
obvious; the other possible but unproven hazard 
is their combination with ephedrine. 

As to dosage, Soifer suggests that this be cut 
down to 5 mg. per kg. of body weight by 
suppository every eight hours. Where amini- 
phylline is absolutely contraindicated, Glaser and 
Berman substitute intramuscular hydrocortisone 
(50-75 mg. in infancy, 75-125 mg. in older 
children). 
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Medical News 


EFFECT OF BRAIN INJURY 
ON INTELLIGENCE 


The effect of cerebral injury on intelligence is a 
controversial subject, with very few good studies 
in the literature. Weinstein and Teuber of New 
York University-Bellevue Medical Center (Science, 
125: 1036, 1957) studied the intelligence of 62 
men who had sustained penetrating brain wounds 
and 50 controls with nerve injuries to arm or leg. 
The studies were made approximately ten years 
after the wounding. Data were available on in- 
telligence tests before injury. The Army General 
Classification Test was applied and it was found 
that lesions of the frontal and occipital lobes did 
not produce a significant decline in score, and that 
only groups with lesions of parietal or temporal 
lobes of the left hemispheres showed a significant 
decrease. The most striking drop was shown by the 
group with left parieto-temporal lesion. The data 
also suggest that the inferior performance of groups 
with lesions of the left parietal and temporal lobes 
might be entirely due to the presence of aphasia. 


CHEMICAL PROTECTION AGAINST 
X-RADIATION 


Having discovered how to render ourselves radio- 
active, we are now engaged in investigating chemi- 
cal methods of counteracting the lethal properties of 
x-radiation. In a preliminary report from the Uni- 
versity of Tennessee College of Medicine, Memphis, 
Crouch and Overman note that a number of com- 
pounds such as beta-mercaptoethylamine, 2, 3-di- 
mercaptopropanol, $2, beta-aminoethylisothiuronium 
- Br - HBr (AET), and numerous others have 
shown a remarkable degree of protection in mice. 
The drug AET is known to protect all mice given 
it at 30 days against a dose of whole-body x-radia- 
tion which is lethal to untreated mice. This work 
has now been transferred by Crouch and Overman 
(Science, 125: 1092, 1957) to primates. They gave 
intraperitoneal injections of AET in doses ranging 
from 100-400 mg. per kg. body weight to rhesus 
monkeys before administering a dose of whole-body 
x-radiation. Since 250 mg./kg. is a toxic dose when 
given singly, monkeys were prepared for it by 
administration of smaller doses first. The observers 
gave 650 r. to the monkeys, a dose well above that 
causing death in 100% of untreated control monkeys. 
After doses of 150 mg. of AET per kg. body weight 
in a single dose before administration of 650 r. 
irradiation, four monkeys have now survived for 
30 days. Studies of the peripheral blood indicate 
the protective ability of the drug; circulating blood 
cells were greatly reduced and remained at a low 
level until the 18th day, when there was a dramatic 
increase in circulating reticulocytes, soon followed 
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by a return of the hematocrit towards normal. In 
two monkeys studied after 65 days, the entire peri- 
pheral blood picture had returned to normal. It 
would seem that AET in the doses used is capable 
of protecting a primate from x-radiation death. 


TREATMENT OF HIATUS HERNIA 


At the Mayo Clinic 113 patients underwent opera- 
tion to correct an oesophageal hiatus hernia during 
a four-year period. Men and women were almost 
equally represented, and the average age at opera- 


*‘tion was 51. Before operation, 78% of the patients 


had experienced symptoms attributable to the her- 
nia, including substernal burning distress, dysphagia 
and gastro-intestinal bleeding. Radiological study 
had demonstrated the presence of the hernia in all 
but one. In 44% of patients examined by pre- 
operative cesophagoscopy, signs of cesophagitis with 
or without ulceration were noted. Of the 113 hernias, 
97 were of the sliding type and 16 of the para- 
cesophageal type. Surgical repair was through an 
abdominal approach in 57% of cases and a trans- 
thoracic approach in 36%. Abdominal approach 
should be used if there is any possibility of asso- 
ciated abdominal disease requiring surgical atten- 
tion. In more than 90% of patients who had symp- 
toms before operation, these were relieved by the 
surgical procedure. However, relatively early after 
operation there was a recurrence rate of 10%, which 
would discourage attempts to repair small hiatus 
hernias without symptoms.—Myre et al., J. A. M. A., 
164: 147, 1957. 


SALT INTAKE IN ESSENTIAL 
HYPERTENSION 


In 1954, Dahl and Love presented observations 
which they held to indicate a relationship between 
level of sodium intake and human essential hyper- 
tension. They now present (J.A.M.A., 164: 397, 
1957) an extended study on 1346 adults whom they 
classified according to the sodium-chloride intake 
at table into three groups of low-intake, average- 
intake and high-intake. In this series there were 
105 persons with hypertension, and these were dis- 
tributed as follows: one among the 135 persons 
taking little salt at table, 43 among 630 persons 
of average intake, and 61 among 581 persons of 
high intake. These differences are statistically signi- 
ficant. It is again suggested that the level of sodium 
intake is the primary etiological factor in the de- 
velopment of essential hypertension. Among those 
who are not overweight, but are on a high-salt 
diet, there will be several times the incidence of hy- 
pertension found in similar individuals on a low-salt 
diet. Among those on a high-salt diet, those who 
are overweight will have significantly more hyper- 
tension than those not overweight. 


(Continued on advertising page 39) 
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THE NINETIETH ANNUAL 


ANNUAL GENERAL MEETING 


The Annual General Meeting of the Canadian 
Medical Association was held at the Macdonald 
Hotel, Edmonton, on June 19. The invocation was 
pronounced by the Reverend E. J. Thompson, D.D., 
Principal, St. Stephen’s College, Edmonton, after 
which the fraternal delegates from the British Med- 
ical Association (Mr. F. W. Law, F.R.C.S., London) 
and the American Medical Association (Dr. Francis 
D. Moore of Boston) were introduced. Senior mem- 
bership in the Canadian Medical Association was 
then conferred upon: Dr. Thomas Henry Hall Mil- 
burr, B.C.; Dr. Howard Havelock Hepburn, AIl- 


The President, Dr. Renaud Lemieux (right), confers 
Senior Membership on Dr. Fred G. Miller of Elk 
Point, Alberta. 


berta; Dr. Fred G. Miller, Alberta; Dr. Oscar 
Michael Irwin, Saskatchewan; Dr. Oliver Syles 
Waugh, Manitoba; Dr. Ward Alvin Willson Wool- 
ner, Ontario; Dr. Jonathan Campbell Meakins, 
Quebec; Dr. Gilbert Bamfylde Peat, New Bruns- 
wick; Dr. Peter Smythe Campbell, Nova Scotia; 
and Dr. Charles Cron, Newfoundland. 

The Frederic Newton Gisborne Starr Award, 
established in 1935 to commemorate the work of 
Dr. F. N. G. Starr, surgeon, General Secretary and 
subsequently President of the Canadian Medical 
Association, was then conferred upon Dr. Duncan 
‘A. Graham of Toronto for his outstanding contribu- 
tion to medical education in Canada. The award, 
which consists of a gold medallion suitably in- 
scribed, is the highest distinction within the gift 
of the Association. 

A brief business session, in which amendments 
to the By-Laws of the Association were presented, 
was succeeded by the installation of the incoming 
President, Dr. Morley A. R. Young, of Lamont, 
Alberta, by his predecessor, Dr. Renaud Lemieux 


All photographs are by Wells Studios, 11534 Jasper 
Avenue, Edmonton. 
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MEETING OF THE O.M.A. 


of Quebec. After giving his inaugural address, Dr. 
Young presented Dr. Lemieux with a Past-Presi- 
dent’s badge and the meeting adjourned. The new 
President and Mrs. Young held a reception in the 
Banquet Room, after which dancing continued. 





PRESIDENTS VALEDICTORY 
ADDRESS—DR. RENAUD LEMIEUX 


At this season of the year it is customary for 
the man who has enjoyed the great privilege of 
serving as President of the Canadian Medical As- 





Dr. Renaud Lemieux presents the Frederic Newton 
Gisborne Starr Award to Dr. Duncan Graham, Emeritus 
Professor of Medicine in the University of Toronto. 


sociation during the preceding twelve months to 
give in public some account of his term of office 
before returning to the ranks from which he came. 
This account is usually known as the President’s 
valedictory address, but I do not think that this 
term is entirely accurate. A valedictory address is 
one in which the speaker takes farewell of his 
audience, and then presumably disappears for ever. 
I would feel that it was a poor return for the 
kindness and hospitality I have enjoyed during my 
travels from coast to coast in this past year, and 
for the privilege you granted me of speaking in 
your name and making friends in your name, if I 
stepped off this platform and did nothing more for 
this Association or for the profession it represents. 
Indeed it is my hope that, if the years are granted 
to me and if it is the wish of my colleagues, I 
may continue to work for the good of our profession 
and for organized Canadian medicine in whatever 
humble role you choose to allot to me. I regard 
the Presidential year as analogous to the ancient 
custom of electing a temporary ruler from the ranks 
of the people and then sending him back to his 
everyday job; fortunately the custom has been so 
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Dr. Renaud Lemieux, President of os C.M.A., makes 
a brief statement before terminating his presidency. 
Seated (left to right —_ i Dr. N. H. Gosse, 
Chairman of Council; D VanWart, President- 
elect; and Dr. Andrew ae President of the Uni- 
versity of Alberta. 


far modified that the person elected is no longer 
put to death at the end of his term. In making 
this consoling remark, I am also thinking of the 
welfare of my successor, Dr. Morley Young. I can 
only say to him that I hope that he will have as 
interesting and as delightful a time as I have had. 

Before commenting on the events of my year of 
office I feel that I must, on behalf of myself and 
of my wife, say what a wonderful reception you 
have given us in every one of the ten provinces of 
our country. You can easily picture our feelings 
when we first began the traditional Presidential 
tour—our nervousness, our stagefright, our feeling 
of being incapable of satisfactorily discharging the 
task you had assigned to us. And then, as we 
passed from province to province, the growing re- 
alization that you were far more tolerant and far 
more generous to us than we had any right to 
expect, and that wherever we went we were among 
friends. It was a great and unforgettable exper- 
ience, and it is impossible to do more than in- 
dicate our gratitude. To the membership every- 
where, and to their gracious ladies, we can only 
say——thank you! 

In reviewing the events of the past twelve months 
as they affect our*Association and the practice of 
medicine in Canada, I would say that the most 
important issue that has appeared concerns the 
future relation of the physician to the state. It 
would seem that some form of nationwide hospital 
insurance is around the corner, though we cannot 
yet say how far around the corner it lies. All the 
signs suggest that the practice of medicine is going 
to have a closer relation than previously to govern- 
ment, both at the national and at the provincial 
levels. Every doctor knows how difficult the art of 
prognosis is, and I have no desire to make medico- 
political predictions now, but I believe that there 
are a number of things that every doctor ought 
to be thinking about at this time, \ecause they 
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may have a profound effect on his way of life 
in the foreseeable future. 

Wherever we turn, we see signs of a new rela- 
tionship between medicine and government, which 
has hardened in some countries into an open con- 
flict between the two. You are all aware of the 
unfortunate situation which has developed in the 
United Kingdom, where the British Medical Associ- 
ation has gone through many anxious months be- 
cause of the refusal of government to grant the just 
claims of the profession. This is but one of many 
such conflicts. In France the profession through its 
organizations has been campaigning against the Ga- 


. zier plan, a plan which would create two classes of 


doctor—a large class given small fees by the state 
and forbidden to charge more, and a small priv- 
ileged class allowed greater scope. In Belgium the 
profession has also been in trouble with a Minister 
of Labour completely unsympathetic to the doctors’ 
point of view. By closing their ranks, however, they 
have managed to avoid the worst features of a plan 
which would have done nothing to maintain the 
standard of practice. In Sweden and in various 
countries of South America there have also been 
sharp differences of opinion between our medical 
confreres and governments anxious to promote so- 
called “social security” measures, without giving 
thought to the quality of practice involved. 

The more I study these things, the more I am 
convinced that the theme chosen for this Presi- 
dential year, “unity in medicine”, is a timely one. 
Where the profession has presented a united front 
and has been united in its thinking, it has been 
able to safeguard many of the traditional features 
of medical practice which we as doctors believe 
to be essential for the rendering of high-quality 
service to the public. Where it has allowed itself 
to be split into factions, it has been unable to avoid 
the fate of being swallowed up by the leviathan 
of the modern state. 


“Divide and rule, a capital motto! 
Unite and lead, a better one!” 


These words are as true today as when they 
were written by the German poet, Goethe, about 
two hundred years ago. Before you can lead you 
must unite, and union is not achieved by sitting 
back and hoping for it. It is obtained by shaking 
the passive members of the profession out of their 
apathy and making them realize that they are 
living in an age in which we can no longer afford 
the luxury of isolationism and individualism. It is 
the duty of all practitioners to make their views on 
the social and economic aspects of medical practice 
known to their fellows, to listen to those who have 
spent much time in the study of the problems in- 
volved, and to discuss these problems in the places 
where all members of the profession—and not just 
small segments of it—can meet on equal terms, the 
local medical society, the provincial medical society 
and the national body, the C.M.A. We need two 
things, and we need them urgently—we need to 
gather the five thousand five hundred non-member 
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physicians of Canada into the fold of the Canadian 
Medical Association, and we need to increase the 
number of active members in all our societies from 
the local to the national level. 

You may protest at my saying this to you— 
preaching to the converted. You are already giving 
of your time, of your money, of your energy to the 
cause of organized medicine—what more can you do! 
I believe that you must still try and keep on trying 
to win more members for this association. When 
someone makes disparaging remarks about the 
C.M.A. or suggests that it could never represent 
him, take him up on his statement; challenge him 
to make it good, urge him to investigate with an 
open mind the things both great and small that the 
C.M.A. has done for the profession. If he can be 
persuaded to do this, and to make his investigation 
with fairness and goodwill, he must logically be 
driven to the conclusion that he cannot afford to 
stay aloof from this organization, the only one that 
can claim to speak for the profession as a whole. 
I do not need to remind you of the many things 
which the C.M.A. has done in the last few years, and 
of its continuing program. Its representations to 
government have secured for you such benefits as 
the right to deduct your expenses at two conven- 
tions anywhere in the world from your income tax 
assessment, and the right to deduct also moneys paid 
by the self-employed on pension plans. Its work in 
such fields as hospital accreditation, public relations 
and publishing is constantly expanding. The advent 
of an all-Canadian program of hospital accreditation 
is likely; the establishment of a Department of 
Economic Research at C.M.A. House to gather, 
evaluate and distribute to the medical profession 
information on medical economics is planned; the 
publication next October of a new quarterly, the 
Canadian Journal of Surgery, is well in hand; the 
Public Relations Department has not only published 
such valuable material as the Press Code but has 
maintained very necessary contact with the media of 
mass communication, to the benefit of us all. These 
are but a few among many projects and activities. 

Let me therefore close this address as I began 
my first address in my Presidential year by pro- 
claiming my unshakable belief in the need for unity 
in medicine. I would like to paraphrase a certain 
sentence spoken by the late President Roosevelt, 
and say: 

“We must, as a united profession, keep ablaze 
the flames of medical liberty, reason, democracy 
and fair play.” 





INSTALLATION SPEECH OF THE 
INCOMING PRESIDENT, DR. 
MORLEY YOUNG 


Ninety years ago this summer when Dr. Charles 
Tupper was installed as first President of this As- 
sociation, in addressing his confreres, he said in his 
opening remarks: “I can assure you that no distinc- 
tion that I have ever received has been a source 
of greater gratification or pride than my appoint- 
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The incoming President, Dr. Morley A. R. Young, 
hands the Past-President’s Badge to his predecessor, 
Dr. Renaud Lemieux. 


ment by the vast body of distinguished and able 
representatives of the medical profession which now 
fill this hall . . . I feel deeply my unworthiness 
to fill the high position to which your kindness has 
elevated me; but inadequate as I may be to dis- 
charge the important duties of President of the 
Medical Association of the Dominion of Canada, I 
will yield to no man in an ardent desire to promote 
to the best of my ability the interests of the pro- 
fession to which I have the honour to belong... . ” 
I would think that every incoming President has 
felt much the same as ‘Dr. Tupper did, and tonight 
these words have for me a new meaning and a 
new significance. 

On behalf of Mrs. Young and myself I wish to 
express our sincere appreciation for the labours of 
the various committees. Faithfulness and hard work 
have been their trade marks, and the greater part 
of whatever success may attend this Convention is 
to their credit. At a later date we hope to have 
an opportunity for a more personal thank you. To 
my wife, quoting from As You Like It, I would say, 
“O wonderful, wonderful, and most wonderful won- 
derful, and yet again wonderful.” Hamlet would 
probably comment “Season your admiration for a 
while.” In any event, many thanks. 

It is 45 years since our Association last met in 
this city. We hope you may come back again long 
before the year 2002. To give you an idea of how 
long a period 45 years really is, I will tell you of 
two items listed in the schedule of ladies’ enter- 
tainment: an automobile ride, and a trip on the 
river steamer. To our ladies of today the first is 
commoner than walking; as for the steamer, most 
of you have never heard of it. Whatever may be 
the peaks of entertainment, scientific or otherwise, 
during this week, we welcome you all. 

Was it not George Santayana who once said, 
“He who is disposed to ignore history, must be 
prepared to relive it.” With this saying in mind 
we ought often to take a brief look backward, and 
tonight for a minute we will recall the last C.M.A. 
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meeting in Edmonton. At that time two resolutions 
of interest were passed, the first to the effect that 
an Honorary Life Presidency of the C.M.A. be 
bestowed upon Sir Thomas Roddick in recognition 
of his efforts in getting the Dominion Registration 
Act through the Federal House. Dr. Forin of Ed- 
monton was the mover of this resolution. Countless 
examinations have been written under the workings 
of this Act but Canadian medicine is much because 
of it. The second resolution, a unanimous one, urged 
the Federal Government to establish a Department 
of Public Health. This finally came into being in 
1919—one might remark, so old and yet so new. 


Many scientific papers were presented at the .. 


1912 meeting here. They were by outstanding 
medical men of the time. I will mention two to 
give an indication of progress in medical things. 
Dr. A. D. Blackader presented a paper entitled 
“The Therapeutics of Today”. It was an excellent 
paper, and in speaking of diabetes he noted that 
oatmeal was of value in the diet of diabetics, feel- 
ing that it increased resistance to the acetone 
bodies. Is there any connection between oatmeal 
and the present oral hypoglycaemic agents? An- 
other paper of interest in the light of present-day 
knowledge was “Displaced and Movable Kidney in 
Women, Its Symptomatology, Diagnosis and Treat- 
ment”, by William Cuthbertson of St. Luke’s Hos- 
pital, Chicago. 

That was a backward look. The present is with 
us—take good care of it during the remaining days 
of our convention. Now since I have assumed a 
new responsibility, may I be bold enough to try 
to look ahead? 

As President of the Canadian Medical Association 
it is not likely that I will have the same opportunity 
of speaking at an Annual Meeting of my own Div- 
ision as I will have in the other Divisions across 
Canada. This is probably wise and in keeping with 
that pearl of wisdom concerning the prophet in his 
own country. 

When I .happen to be speaking in our sister 
Divisions, I am going to attempt a forward look. 
So before I leave home I should at least give you 
a hint of what I might say. It will be expressed 
in the form of a hope concerning things which 
might come to pass. I hope that our Association 
in co-operation with governments may implement a 
plan for the provision of adequate health services 
for all our people. This will be a contributory pre- 
payment plan but must make provision for the 20- 
25% of persons who cannot or will not assume per- 
sonal responsibility for their health services. I hope 
that the role of the family physician will be again 
fully appreciated by our people. I hope that the 
important part played by the specialist will be in- 
tegrated more perfectly into our medical care plans. 
I hope that the training of nurses will resolve itself 
more definitely into the academic and practical— 
the first given in schools and the second in hospitals 
at the bedside, the only place where the care of 
the sick can be appreciated. May bedside nursing 
be the hallmark of a good nurse, at least so long 
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as sick people are treated in beds. I hope that 
the medical curriculum will be made for the stu- 
dent and not the student for the curriculum, and 
that teaching in the realm of mental health will 
be increased manyfold. I hope the Canadian Med- 
ical Association will continue close association with 
the World Medical Association, not for what it may 
receive but for what it can give. 

I have many other hopes. These few may indi- 
cate to you that during the coming year my thoughts 
and efforts will be directed towards your interest 
and that of the Canadian Medical Association. 

The first official act of this office is to present 
the Past-President’s Badge. This is one of those 
plus-and-minus or positive-and-negative functions— 
a pleasure in congratulating someone on having 
completed a well-done assignment, and on the other 
hand a regret that such an occasion arises. 

Dr. Lemieux, may I on behalf of the Canadian 
Medical Association say thanks to you for a task 
well done, and would you share with Madame 
Lemieux our kindly feelings towards you both? 

Jaimerais pouvoir exprimer dans la _ langue 
canadienne notre appréciation de vos services 3 
YA.M.C. Mon vocabulaire est limité et mon accent 
—hélas n’est pas celui du Québec, cependant nous 
vous disons merci 4 vous et a votre charmante 
femme pour une année de bon travail et pour 
lexcellente direction de votre organisation médicale. 





OUTGOING EXECUTIVE COMMITTEE 


The Executive Committee of the Canadian Med- 
ical Association met in Edmonton on Friday and 
Saturday, June 14 and 15. 

A report was received from the sub-committee 
negotiating for the profession the adoption of pro- 
vincial fee schedules for the remuneration of doc- 
tors rendering service to D.V.A. patients under the 
doctor-of-choice plan. Information had been re- 
ceived from the Treasury Board that the adoption 
of provincial fee schedules was approved, but the 
profession was asked to accept a discount of 10% 
on the schedules. The sub-committee met on June 
3 with senior officials of the Treasury Board and 
presented, as forcefully as possible, the arguments 
against the proposed reduction. The officials agreed 
to bring the views of the C.M.A. to the members 
of the Treasury Board and it was. hoped that 
favourable word would reach the Annual Meeting. 
The intervention of the general election has pro- 
duced changes in the personnel of the Board and 
it is unlikely that an authoritative statement will be 
forthcoming until a government is formed. 

The increasing pace of legislative activity in Can- 
ada in respect to health insurance during the past 
year has stimulated the Executive to review the 
organization of Canadian doctors with particular re- 
gard to these governmental activities. A special 
topic for study by the Executive was the British 
Medical Guild, and its possible application to the 
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existing Canadian situation. The British Medical 
Guild was formed in 1948 to sit in conjunction with, 
and parallel to, the B.M.A. A demand had de- 
veloped within the membership of the B.M.A. to 
set up machinery that would provide the profession 
with the equivalent status of a trade union if cir- 
cumstances should make this necessary. The memo- 
randum of association of the B.M.A. was found to 
be too restrictive to allow for such organization. 
The possibility of converting the B.M.A. into a 
friendly society or trade union was rejected. The 
British Medical Guild was set up with a Board 
of Trustees consisting of members of the Council 
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At the request of the Executive Committee, the 
C.M.A. solicitor, Mr. A. Fleming, had made a com- 
prehensive report about the objects and powers of 
the C.M.A. in the light of B.M.A.-British Medical 
Guild relationships. This report will also be dis- 
tributed to the Secretaries of Divisions and through 
them be available for interested members. The 
opinion of the solicitor, briefly stated, was to the 
effect that the C.M.A. itself might lawfully under- 
take all of the activities which in Great Britain 
have been undertaken by the British Medical Guild. 
The C.M.A. may become the trustee of funds con- 
tributed for the specific purpose of assistance to 





School’s out! The happiness expressed in this photograph means that the Executive 
Committee of the Canadian Medical Association has just finished two hard days’ work 
(June 14 and 15). Seated (clockwise, beginning centre foreground): Drs. J. C. C. Dawson, 
M. S. Douglas, F. A. Turnbull, G. White, J. A. McMillan, T. C. Routley, R. Lemieux, 
N. H. Gosse, A. D. Kelly, R. W. Richardson, C. L. Tisdale, E. S. Mills, A. G. Macleod, 
R. M. Parsons, R. K. Thomson, and M. A. R. Young. Standing (left to right): Drs. 
A. F. W. Peart, M. O. Klotz, T. J. Quintin, C. D. Kean, G. W. Halpenny, M. R. Dufresne. 


of the B.M.A., who were willing to act for the 
Guild. Large potential funds were allocated to the 
Guild but remained in the custody of the three 
branches of the National Health Service. A com- 
prehensive memorandum has been prepared for the 
Executive Committee, outlining the activities of the 
British Medical Guild from its formation to the pres- 
ent time. A knowledge of these activities in parallel 
with political-medical developments in Great Britain 
is necessary to evaluate the Guild as-an instrument 
of policy in protecting the interests of the medical 
profession in Great Britain. Copies of the memo- 
randum will be distributed to the Secretaries of 
Divisions and will be available through the Secre- 
taries for interested members. 


certain members of the profession under named 
circumstances. Furthermore, the C.M.A. may act 
as bargaining agent for any individual member or 
group of members of the C.M.A. in their relation 
with an employer or governmental body. 

As a consequence of the study of the British 
Medical Guild and related considerations, it is 
evident that the profession would require the as- 
surance that in any governmental plan the dif- 
ferences arising should be settled by methods 
recognized by both parties. This prompted the Ex- 
ecutive Committee to propose the following resolu- 
tion as an addition to the C.M.A. Statement on 
Health Insurance: 
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Whereas Bill 320 recently enacted by the Canadian 
Federal Government includes provision for the utilization 
of certain physician’s services, 

AND WHEREAS the C.M.A. is impelled to provide 
positive direction to groups of doctors who may be re- 
quired to negotiate for payment of their medical 
services, 

BE IT NCW RESOLVED that the C.M.A, add the 
following to the Statement of Principles respecting Health 
Insurance: 

“No doctor or group of doctors should enter into an 
agreement respecting remuneration for professional 
services with any non-governmental, semi-govern- 
mental or governmental body, without prior assurance 
of a recognized system for the arbitration and negotia- 
tion of issues such as remuneration and terms of 
service.” 


A number of supplementary committee reports 
were received: 


The Executive Committee recommended the adoption 
of the Supplementary Report of the Committee on In- 
come Tax and felt that the incoming Committee would 
look forward to receiving specific recommendations with 
respect to carriers of both elements of retirement savings 
plan for self-employed doctors. 

The action of the Biennial Meeting of the Canadian 
Hospital Association in deciding to support the all- 
Canadian program of hospital accreditation was received 
with satisfaction. Now that all the constituent members 
of the Canadian Commission on Hospital Accreditation 
have indicated their adherence to the proposal, prepara- 
tion for the institution of the Canadian program on 
January 1, 1959, may go forward. 

The Executive Committee considered the Supplemen- 
tary Report of the Committee on Approval of Hospitals 
for the Training of Interns and recommended its adop- 
tion with possible editorial changes to make the Basis 
fit the needs of those Canadian schools providing under- 
graduate internships. 

The report of the Nucleus Committee on Civil Dis- 
aster was considered; the Committee should continue 
to stress the importance of preparation for civil disaster. 

The Executive Committee approved the recommenda- 
tion of the Committee on Public Relations that the 
C.M.A, participate with the Canadian Bar Association in 
the production of an*introduction to an American film 
on malpractice to make it suitable for Canadian show- 
ing to professional groups. The Committee also approved 
of the distribution of “To all my patients” plaques to 
members who request them; these plaques invite patients 
to discuss frankly their medical economic problems with 
their physician. 


The Executive Committee gave careful consider- 
ation to the relationship of the profession to prepaid 
medical care plans and particularly to liaison with 
the Commission of Trans-Canada Medical Plans. 
After debating several possibilities for closer inte- 
gration, it was decided to invite the members of 
the Commission to meet with the Executive Com- 
mittee to discuss problems of mutual concern. It is 
understood that T.C.M.P. welcomes this opportun- 
ity, and arrangements for a joint meeting in the 
autumn will go forward. 


The Executive Committee was gratified to re- 
ceive an invitation to send a representative to the 
annual meeting of L’Association des Médecins de 
Langue Francaise du Canada. This is further evi- 
dence of the good relationships which obtain be- 
tween the two national medical associations. 
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GENERAL COUNCIL 


The General Council of the Canadian Medical 
Association met at the Macdonald Hotel, Edmon- 
ton, on Monday and Tuesday, June 17 and 18, 
with Dr. Norman H. Gosse of Halifax, N.S., in the 
chair. After the roll call of members of Council 
had been taken, the Chairman pointed out that 
for the first time a Steering Committee had been at 
work to facilitate the proceedings of Council by 
receiving resolutions for Council early in the pro- 
ceedings, arranging for their reproduction, and sort- 
ing them into appropriate sections. The Steering 
Committee, which simultaneously functioned as a 


- Committee on Resolutions, consisted of Drs. Quintin, 


Turnbull and Tisdale. Members of Council were 
welcomed by the President, Dr. Renaud Lemieux, 
and the President-elect, Dr. Morley A. R. Young of 
Lamont, Alta. 


Executive Committee 


Dr. E. F. Donald of Edmonton took the chair 
for consideration of the report of the Executive 
Committee. Reference was made to the 1956 An- 
nual Meeting in which so much had been done to 
promote mutual understanding between the Eng- 
lish-speaking and French-speaking doctors of Can- 
ada, and to the generosity of the Alberta Division 
of the Canadian Medical Association, which had at 
short notice invited the Association to hold its 90th 
Annual Meeting in Edmonton. The 91st Annual 
Meeting will be held in Halifax, N.S., June 16-20, 
1958, with arrangements in charge of the New 
Brunswick Division. Preparations are also well in 
hand for the conjoint annual meeting of the Cana- 
dian and British Medical Associations, July 18-24, 
1959, in Edinburgh. The Executive Committee had 
recommended that the General Council in 1959 
meet in Canada. The invitation of the Ontario 
Medical Association to hold the meeting of General 
Council in Toronto in May 1959, in conjunction with 
the annual meeting of the Ontario Medical Associ- 
ation, was accepted. 

An analysis of the 1955 and 1956 membership 
was presented, indicating that the membership had 
risen from 11,000 in 1955 to 11,704 in 1956. 

The Canadian Heart Association and the Cana- 
dian Diabetic Association were admitted to affili- 
ation with the Canadian Medical Association; ad- 
mission of these two societies will raise to 19 the 
national medical organizations formally affiliated and 
to 10 the national bodies of mixed lay and medical 
membership affiliated. Discussion of sections on hos- 
pital accreditation and income tax was deferred 
until later in the proceedings. In view of the report 
of the Committee on Economics, the Executive Com- 
mittee said little about this subject, but stated that 
they approved in principle the policy of the Cana- 
dian Association of Pathologists, which is in accord 
with the statement of policy of the C.M.A. This 
approval re-emphasizes the fact that services ren- 
dered by pathologists are medical services, and 
should be paid for as such, except in those situations 








Canad. M. A. J. 
July 15, 1957, vol. 77 


where patient care is not involved. 
The Executive also emphasized the 
private nature of the financial ar- 
rangement agreed upon between 
pathologists and the institutions in 
which they work. 


Assistance given by the Execu- 
tive Committee to Hungarian re- 
fugees was mentioned. The Associa- 
tion has assumed the obligation for 
a doctor to work on the staff of the 
Canadian Red Cross unit established 
near Vienna, supervising the health 
and welfare of Hungarian refugees 
destined for Canada. Assistance has 
been given at the national and pro- 
vincial levels to finding internships 
for Hungarian refugee doctors. 


The Executive Committee has 
authorized the preparation of a 
second volume of the history of 
the Canadian Medical Association 
to cover the period 1922 to 1954; 
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this is being prepared by Dr. H. E. Men at work! The General Council of the C.M.A. in session in the ball- 


MacDermot. 

A report was given on the activi- 
ties of the C.M.A. in connection with the World 
Medical Association. Dr. T. C. Routley and the 
late Dr. G. F. Strong represented the C.M.A. at the 
10th General Assembly of the W.M.A. in Havana, 
Cuba, October 9-15, 1956. In their report these 
two delegates had stated that “the C.M.A. has 
apparently little to gain from the operation of 
W.M.A., but is in a favoured position to contribute 
to this Association and should continue to support 
it with resources and personnel”. It was noted that 
the Second World Conference on Medical Educa- 
tion sponsored by the W.M.A. will be held in 
Chicago, August 30-September 4, 1959. Dr. R. F. 
Farquharson of Toronto has accepted an appoint- 
ment of Deputy President of the Conference, and 
several Canadians have been recommended for duty 
with the Program Committee and as rapporteurs. 
On September 6-11, 1959, Canada will be host in 
Montreal to the General Assembly of W.M.A. 

The activities of the new sub-committee of the 
Executive Committee, known as the Committee on 
Organization, were noted. This was appointed 
originally “to consider the present relationship of 
the C.M.A. to the various divisional associations in 
respect to activities in the field of medical econo- 
‘mics, with particular reference to the responsibility 
and authority of (a) the Executive Committee, 
(b) the General Council, (c) the Committee on 
Economics”. The Committee on Organization has 
advised that proposed changes in the C.M.A. or- 
ganization should be adopted gradually. A reorien- 
tation of the functions of the Association has been 
outlined and the effect of preliminary changes will 
be observed. The principal recommendations of this 
new committee concern the Executive Committee. 
It is advised that the latter exercise greater respon- 
sibility in co-ordinating the work of standing and 


room of the Macdonald Hotel. 


special committees. The relationship of the Execu- 
tive Committee to the divisional associations will, 
of necessity, be brought into sharper focus. To 
further liaison with the Committee on Economics, 
it is recommended that the chairman of this com- 
mittee be appointed from the membership of the 
Executive, or alternatively that he should attend 
meetings of that body. It is further proposed that 
reports of standing and special committees should 
be made through the Executive Committee to the . 
General Council to permit the Executive to make 
recommendations for action. Any resolutions of the 
General Council involving expenditure of the Associ- 
ation’s funds, other than consideration of the bud- 
get, should be made in the form of a recommen- 
dation to the Executive Committee for decision 
and action. 


Publishing Activities 


The Editor reported progress with the forth- 
coming publication of the Canadian Journat of Sur- 
gery, whose first number will appear on October 1 
of this year. He mentioned the enthusiasm with 
which the Editorial Board, consisting of all the pro- 
fessors of surgery in Canada, under the chairman- 
ship of Dr. R. M. Janes, of Toronto, was tackling its 
work. Contributions to the Journal and subscriptions 
were coming in steadily. This Journal is probably 
the forerunner of a number of other specialist 
journals published by the Canadian Medical Associ- 
ation. 

The Managing Editor, Dr. T. C. Routley, re- 
ported with satisfaction that the guarantee fund 
which had been set aside by General Council in 
1954 against possible losses from publication of the 
Journal on a twice-a-month basis had not proved 
necessary, and this sum of money had been re- 
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turned to the Association. The Managing Editor 
also mentioned that he and the Editor were explor- 
ing the possibility of publishing the Canadian Med- 
ical Association Journal on a weekly basis as of 
either January 1, 1959, or January 1, 1960. Permis- 
sion to explore this possibility had been granted 
by the Executive Committee. 


Treasurer’s Report 


The Honorary Treasurer reported on the C.M.A. 
finances for 1956 (full details will be given in the 
printed report in our September 1 issue). The total 
revenue was $536,428 in 1956 and expenditure 
$459,695, giving an excess of revenue over expen- 
diture of $76,733. 


Nominations 


A Nominating Committee, with representation 
from all the provinces and Dr. Renaud Lemieux 
as chairman, was appointed. Later in the day this 
committee reported the following nominations: 
President-Elect: Dr. A. F. VanWart of Fredericton, 
New Brunswick; Chairman of General Council: Dr. 
N. H. Gosse, Halifax; Honorary Treasurer: Dr. G. W. 
Halpenny, Montreal; Executive Committee: British 
Columbia: Dr. F. Turnbull; Alberta: Dr. R. M. 
Parsons; Saskatchewan: Dr. C. L. Tisdale; Mani- 
toba: Dr. R. W. Richardson; Ontario: Dr. M. S. 
Douglas, Dr. L. Whitaker, Dr. J. C. C. Dawson; 
Quebec: Dr. G. Leclerc and Dr. T. J. Quintin; 
New Brunswick: Dr. G. M. White and Dr. P. 
Melanson; Nova Scotia: Dr. A. G. MacLeod; Prince 
Edward Island: Dr. J. A. McMillan; Newfoundland: 
Dr. C. D. Kean. 


Laboratory Technologists 


The Committee on Approval of Schools for Lab- 
oratory Technologists reported that they had ap- 
proved in the last year 13 hospitals as centres for 
the training of laboratory technologists for the Gen- 
eral Certificate, and two for the Specialists’ Certi- 
ficate. In endorsing this report, the Executive 
Committee commented that the training of lab- 
oratory technologists should be maintained at a high 
level of quality in face of the increased demand 
for technologists which would arise in connection 
with a hospital insurance program. 


Awards, Scholarships and Lectures 


The Committee on Awards, Scholarships and Lec- 
tures reported that Dr. Francis D. Moore, Surgeon- 
in-Chief, Peter Bent Brigham Hospital, Boston, and 
Moseley Professor of Surgery, Harvard Medical 
School, would deliver the 1957 Listerian Oration 
and that Dr. Duncan Graham, Professor Emeritus 
of Medicine, University of Toronto, would receive 
the Frederic Newton Gisborne Starr Award for 
1957. Osler Scholarships have been awarded to two 
Montreal doctors, Dr. David Stubbington and Dr. 
Douglas G. Kinnear. ° 
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Committee on Cancer 


A different approach is going to be used in 
applying the C.M.A. Cancer Fund for professional 
education in cancer. A pilot project entitled “Re- 
fresher Courses in Cancer” is to be organized within 
a province, with speakers in several specialized 
fields such as surgery, gynaecology, pathology or 
radiology. This team will conduct a refresher course 
for one or two days in each of a number of centres 
in a province; it is understood that one of the 
eastern provinces has agreed to help in organizing 
such a program. 


Approval of Hospitals for Training of Interns 


This committee received permission to make a 
slight change of name. In future it will be known 
as the “Committee on Approval of Hospitals for 
the Training of Junior Interns”. This committee had 
in the past year solved the problems presented in 
hospital approval of the undergraduate internship 
offered at the University of Montreal, Laval Univer- 
sity and Dalhousie University. In its brief to these 
universities, discussed at a meeting with the deans 
of medicine of the three schools on May 11, the 
committee reaffirmed that the most suitable unit 
for approval is the general hospital, which complies 
fully with the Basis of Approval. It intimated that 
it was prepared to recognize arrangements made 
by universities for rotation of undergraduate interns 
to hospitals selected for a portion of the junior 
internship. It was prepared to recommend an 
amendment to the Basis of Approval to make this 
possible. Each student should be carried on the 
strength of a C.M.A.-approved hospital and serve 
in that hospital for a minimum of three months, 
regardless of other affiliation arrangements. The 
Certificate of Internship will be issued by the 
C.M.A.-approved hospital on whose strength the 
student is carried. Certain amendments were made 
to the Basis of Approval to fit in with this scheme, 
after the deans of the three medical schools had 
indicated their satisfaction with this arrangement. 


Hospital Accreditation 


As usual there were two reports on_ hospital 
accreditation: (1) the report of the C.M.A. repre- 
sentative on the Joint Commission on Accreditation 
of Hospitals; (2) the report of the Committee on 
Hospital Service and Accreditation. In the first, it 
was mentioned that the listing of accredited hos- 
pitals by the Joint Commission has been changed. 
Full accreditation and _ provisional accreditation 
have been replaced by three-year and one-year 
accreditation. Investigations have been made of a 
survey and accreditation of psychiatric hospitals and 
also of the feasibility of intermingling obstetrical, 
gynaecological and surgical patients in hospital. In 
1956 a total of 1421 hospitals were surveyed, 120 
of these being Canadian hospitals. The C.M.A. rep- 
resentative on the Joint Commission is Dr. E. K. 
Lyon of Leamington, Ontario, and other Canadian 
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members of the Joint Commission are Dr. Walter 
MacKenzie of Edmonton and Dr. J. B. Neilson of 
Hamilton, Ontario. 

Great interest centred round the details of 
progress in implementation of an all-Canadian pro- 
gram in hospital accreditation. Work on the program 
has been going on since 1952, and the Canadian 
Hospital Association, the Canadian Medical Associ- 
ation, the Royal College of Physicians and Surgeons 
of Canada and I <Association des Médecins de 
Langue Francaise du Canada will be represented 
on the new Commission which will begin an all- 
Canadian program on January 1, 1959. This should 
speed up the work of inspecting Canadian hospitals 
for accreditation, a step more important than ever 
in view of the impending hospital insurance legis- 
lation. To date 346 Canadian hospitals, or 50.7% 
of the 682 eligible, have been surveyed. Of these, 
292, or 42.8%, have received complete accreditation 
—258 three-year approval and 34 one-year approval. 


Ethics 


The Committee on Ethics recommended to Coun- 
cil that the section of the Code of Ethics entitled 
“The Induction of Abortion” should be amended 
by inserting after the sentence “The only justifica- 
tion is that the continuance of pregnancy would 
impair the life of the mother” the sentence “It is 
appreciated, however, that there are certain faiths 
which, on religious grounds, do not recognize this 
exception”. This amendment was approved. There 
was then prolonged discussion on that part of the 
Code of Ethics which referred to the practice of 
having a referring practitioner assist or administer 
the anaesthetic at a surgical operation. Finally it 
was agreed to delete this section from the Code of 
Ethics. A proposal to print the International Code 
of Ethics as a prologue to the C.M.A. Code was 
referred back to the Ethics Committee after pro- 
longed discussion. 


Income Tax 


The Committee on Income Tax introduced an 
ordinary report plus a supplement bringing the 
ordinary report up to date. Since the Budget 
announcement of an amendment to the Income 
Tax Act, this Committee had been engaged in the 
task of devising the optimum plan for retirement 
savings to permit self-employed Canadian physi- 
cians to take advantage of tax deferment. It is 
agreed that there should be established under 
C.M.A. auspices a group retirement savings plan 
eligible for registration under the recent amend- 
ments to the Income Tax Act and that it should 
offer to physician subscribers two avenues of in- 
vestment: (a) a fixed dollar fund in the form of an 
annuity, underwritten by a life insurance company 
and providing for variable annual contributions; 
(b) a common stock fund administered by a trust 
company or similar corporation. It is suggested that 
agreement should be reached with a single carrier 
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for each of these two funds. Administrative arrange- 
ments will be sought to permit divisional participa- 
tion; where a division does not wish to participate 
on its own, direct contribution to the designated 
carrier by the individual physician will be arranged. 
Specifications have already been circulated to all 
companies licensed to underwrite annuities and to 
trust companies and related organizations. The in- 
formation received will be studied by the com- 
mittee. In the near future, a specific carrier will 
be selected. Physicians must bear in mind that 
funds invested in retirement savings plans are 
effectively locked in and may not be used for 
loans. Tax deferment applicable to 1956 will be 
available until February 28, 1958, a circumstance 
which permits careful consideration of all aspects 
of the plan. 


By-Laws 


A special night session of the General Council 
considered the proposed amendments to the By- 
Laws of the Canadian Medical Association. These 
amendments have already been published in this 
Journal (76: 672, 1957) and most of the 
amendments were adopted by Council. There were 
a few exceptions, notably in respect of Chapter 10 
which deals with sections of the Canadian Medical 
Association. The amended By-Laws sought to dis- 
tinguish between scientific sections and sections 
organized for business purposes. An amendment 
stated that the concept embodied in the newly 
proposed regulations which divided specialist sec- 
tions into separate scientific and business sections 
appeared to be unworkable, and proposed -to 
restore many of the previous portions of the By- 
Laws. After much discussion this chapter was finally 
referred back to the Committee on By-Laws, who 
were instructed to contact interested affiliated so- 
cieties and C.M.A. sections and report back next 
year. 

The other subject which came in for much 
discussion was the composition of the Advisory Com- 
mittee to the Department of National Health and 
Welfare. This committee was broadened in its scope 
and is now named the Advisory Committee to the 
Federal Government. The relevant by-law concern- 
ing the committee reads as follows: “This Com- 
mittee shall represent to the appropriate depart- 
ment of the Federal Government, the views of the 
Association on such matters of national concern as 
may arise, either at the volition of the department 
or of the Association”. It was also agreed that the 
nucleus of the Advisory Committee should consist 
of not less than five members of the Executive 
Committee, appointed by the Executive Committee. 


Traffic Accidents 


The Committee on the Medical Aspects of Traffic 
Accidents reported progress in setting up the pro- 
posed Foundation. The charter of the Foundation 
has been signed. 
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Economics 


The Committee on Economics reported the results 
of negotiations with the Department of Veterans 
Affairs; Council was informed that the D.V.A. pro- 
posed to recognize official provincial medical fee 
schedules and to pay on this basis, but with a 
discount of 10%. This is not acceptable, and negotia- 
tions are to continue. 

Council approved the establishment of a Depart- 
ment of Medical Economics at C.M.A. headquar- 
ters. A minimum budget of $20,000 was set, and 
it was agreed that the direction of the department 
might be placed in the hands of a well-qualified 


lay person if a properly qualified physician with a -* 


knowledge of economics was not obtainable. The 
new department will operate in close liaison with 
the Committee on Economics. This proposal re- 
ceived strong support from many Council members. 


A study of the principles of job evaluation as 
they apply to the economics of the medical profes- 
sion was approved. Such job evaluation will require 
work at the national and divisional levels. Although 
the newly established Department of Medical Eco- 
nomics would have a part to play in this, a central 
committee is to be set up to study relative values 
for medical services. 

A resolution carried to the effect that the C.M.A. 
Executive Committee should seek clarification of 
certain definitions in Bill 320 on Hospital Insurance 
from the Department of National Health and Wel- 
fare. Clarification is to be sought about the portions 
(a) “necessary interpretation for the purpose of 
maintaining health, preventing disease and assisting 
in the diagnosis and treatment of any injury, illness 
or disability”, (b) “laboratory, radiological and 
other diagnostic procedures”, in relation to render- 
ing of such services in the offices of physicians 
and in hospitals. It was further resolved that the 
C.M.A. add the following to the Statement of Prin- 
ciples respecting Health Insurance: “No doctor or 
group of doctors should enter into an agreement 
respecting remuneration for professional services 
with any non-governmental, semi-governmental or 
governmental body, without prior assurance of a 
recognized system for the arbitration and negotia- 
tion of issues such as remuneration in terms of 
service”. 

There was much discussion of the possibility of 
preparing a plan or plans for comprehensive hospital 
services, diagnostic services, and physicians’ ser- 
vices, based on the principles approved by the 
Association. Some members of Council urged the 
profession to attempt to produce a plan, while 
others were doubtful of its value. Finally a resolu- 
tion was carried almost unanimously to the effect 
that the Executive Committee should review the 
Statement of Principles in order to indicate methods 
of implementing them in health insurance. 

A further proposal was referred to the Executive 
Committee for study. This proposal suggested that 
the C.M.A. as currently constituted had no organi- 
zation whose specific function was to represent the 
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profession solely in dealing with government. It was 
therefore recommended that a new organization be 
created as a standing committee of the C.M.A. and 
given the sole responsibility and authority to nego- 
tiate and complete agreements with government as 
representatives of the profession. 


Council approved the action of the Executive 
Committee in arranging for a joint meeting with 
Trans-Canada Medical Plans in the autumn to dis- 
cuss problems of mutual concern. 


Maternal Welfare 


Three resolutions of the Maternal Welfare Com- 
mittee were approved by General Council. The first 
resolution states that every maternal death should 
be investigated to ascertain the cause of death, and 
that a committee should be set up for this purpose 
in units representing 10,000 annual live births as a 
district. Cases should be surveyed by local prac- 
titioners in the first instance, with an independent 
observer sitting in on the discussion. A permanent 
record of the proceedings is to be made and two 
copies filed with the provincial maternal welfare 
chairman, who will forward one copy to the central 
Maternal Welfare Committee chairman. By the 
second resolution, it was agreed that representation 
should be made to provincial and federal govern- 
ment agencies to obtain prohibition of manufacture 
of preparations containing oil of apiol in Canada. 
In speaking to this motion, the chairman of the 
Maternal Welfare Committee stated that through- 
out the country preparations containing oil of apiol 
used as an abortifacient were causing great havoc 
among young women. It is further recommended 
that a survey be made of abortifacients in current 
use in certain areas. A third resolution called for a 
survey of minimum requirements necessary for 
equipment to be carried in case rooms and nurseries. 


Medical Education 


The Committee on Medical Education brought 
in material relating to undergraduate and _ post- 
graduate teaching. It was agreed that no particu- 
larly useful function would be served by a program 
in which the C.M.A. should contribute to the in- 
spection of Canadian medical schools. The establish- 
ment of a postgraduate medical school in Canada 
was not deemed advisable at this time. Such a 
school would interfere with the present healthy 
system of decentralized education which has been 
growing up since World War II around each of the 
medical schools in the country. Funds available for 
establishment of a postgraduate medical school 
could be better used otherwise. 


Pharmacy 


The Committee on Pharmacy reported on its dis- 
cussions with the Federal Government on the pro- 
posal to give the Minister of National Health and 
Welfare authority to provide by regulation for legal 
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transactions in narcotics, including special measures 
with respect to the medical profession to possess, 
use, administer and prescribe narcotic drugs in their 
professional practice. Council agreed with the Com- 
mittee on Pharmacy that such narcotics legislation 
should preferably be written into the new Narcotic 
Control Act rather than in the regulations. It 
was resolved that the new tranquillizers, which 
have recently been appearing in great numbers, 
ought to appear on Schedule F (drugs obtainable 
on prescription only). It was recommended that a 
resolution be addressed to the Food and Drugs 
Division, Department of National Health and Wel- 
fare, that tranquillizers or ataractics be added to 
the schedule of preparations available only on pre- 
scription. Council welcomed enthusiastically the es- 
tablishment of poison information centres across the 
country. 


Public Health 


The Chairman of the Committee of Public Health 
deprecated the apathy at the divisional level in 
dealing with the recommendations passed by Gen- 
eral Council in 1955 and 1956. He gave information 
on the establishment of poison control centres, and 
Council agreed that a letter should go from the 
Canadian Medical Association to commend the Mini- 
ster of National Health and Welfare on his rapid 
action and the excellent material made available by 
his Department for the development of poison con- 
trol centres. A representative of the Canadian 
Pediatric Society stressed the active role of his 
Society in this. 

The representative of the British Columbia Divi- 
sion explained in detail the functioning of a Health 
Planning Committee which had been set up to de- 
termine what matters in public health required 
further examination and what practical steps could 
and should be taken by the profession. Other sec- 
tions of the public health report were concerned 
with the prevention of drowning, boating accidents, 
and first-aid training in schools. 


Public Relations 


The report of the Committee on Public Relations, 
which was received and warmly commended by 
General Council, listed the achievements of the 
C.M.A. in the field of public relations in the past 
year. This included such publications as “Your 
-C.M.A. Today—1956”, “Winning Ways with Pa- 
tients”, “The Medical-Press Code of Cooperation” 
and work with such media as the press, television 
and radio. Council approved of a listing of public 
relations responsibilities of the C.M.A. and of its 
divisions, and also of a statement of guiding prin- 
ciples for participation in telecasts and broadcasts. 


Civil Disaster 


The Nucleus Committee on Civil Disaster re- 
ported its activities and made various suggestions; 
it urged that the Department of National Health 
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and Welfare assist in completing hespital staff or- 
ganization for civil disaster in each province, that 
provincial departments of health be asked to assist 
hospitals in organizing their staff, and that the 
Canadian Hospital Association be asked to act 
through its provincial branches in stimulating or- 
ganization of each hospital staff into units of a size 
appropriate to the number of beds and operating 
room accommodation available in their institution. 
Finally the C.M.A. was asked to urge its provincial 
divisions to bring the attention of their branch 
societies to the need for organization against civil 
disaster. 


College of General Practice 


Finally, just before the adjournment of Council a 
representative of the College of General Practice 
announced that the Rockefeller Foundation had 
donated $110,000 for the survey of general practice. 
This survey had already started, thanks to donations 
from the Canadian Life Insurance Officers’ Associ- 
ation and federal health grants. 





ANNUAL DINNER TO GENERAL 
COUNCIL 


The annual dinner to General Council was held 
in the Ballroom of the Macdonald Hotel, Edmonton, 
on Tuesday, June 18,.with Dr. A. A. Haig in the 
chair. The guest of honour was the Honourable E. C. 
Manning, Premier of the Province of Alberta. The 
toast to Council was proposed by Dr. E. B. Quehl, 
President of the Academy of Medicine of Edmon- 
ton. After dinner a group of Ukrainian young people 
performed folk dances in costume and a singer from 
California entertained with a number of musical 
comedy and gospel songs. During dinner, two local 
doctors’ wives, Mrs. R. E. Jespersen and Mrs. B. M. 
Wheeler, entertained with piano music. 


The theme of the dinner address by the Honour- 
able E. C. Manning was “The Layman Looks at 
Medicine”. He began by mentioning some factors in 
modern society which had affected the practice of 
medicine and added to the hazards of life. Not 
only had the social and occupational setting 
changed, but the layman could see that the physi- 
cian had changed. The impersonal specialist had 
replaced the old-fashioned family doctor and ad- 
viser. Another disrupting factor in the old relation- 
ship had been the intervention of the state; this 
intervention was due to the development of social 
conscience. Mr. Manning noted that anything which 
interfered with the patient’s choice of his own 
doctor was bound to have a detrimental effect. He 
also noted that a medical man or research worker 
could only give of his best if he had the sympathetic 
co-operation of the society in which he lived. 


(Continued on page 152) 
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This demonstrates the popularity of the public TV forum on appendicitis, staged 
in the Macdonald Hotel on Monday, June 17. Only seven persons failed to stay ME K i 7 N (x 
to the end! Colour TV by courtesy of Smith, Kline & French. 


Just a part of the highly popular Physicians’ Art Salon, arranged with the kind Part of the hungry crowd at the buffalo and 
assistance of Frank W. Horner Limited. beef barbecue. 


Hobbema Indians performing a tribal dance at the The President, Dr. Morley Young, and the President- 

barbecue party at Elk Island Park. This was not followed elect, Dr. A. F. VanWart, heavily disguised as Hob- 

by the customary surgical operation. bema Indians. The other two seated figures are not 
members of the C.M.A. 
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The President (left) and the Past President (right) 
of the Federation of Medical Women of Canada—Dr. 


Mildred F. Newell of Edmonton and Dr. Ruth Wolfe 
of Montreal. 


Se 


Western breakfast given by the Alberta ladies to 
visiting wives of doctors. Among those present are 
(left to right): Mrs. G. MacQueen, Calgary; Mrs. A. A. 
Haig, Lethbridge; Mrs. Renaud Lemieux, Quebec, wife 
of the President of the C.M.A.; Mrs. M. A. R. Young, 
Lamont, Alta., wife of the President-elect; Mrs. E. F. 
Donald, Edmonton; and Mrs. T. Michie, Ponoka, Alta. 
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Officers of the Alberta Division of the C.M.A. (left) 
to right); Dr. J. W. Macgregor, Edmonton; Dr. A. A. 
Haig, Lethbridge, incoming President; Dr. M. A. R. 
Young, Lamont, Past President; and Dr. W. Bramley- 
Moore, Edmonton, Secretary-Treasurer. 


Hungry wives of C.M.A. members obey the call to 
“come and get it” at the Western breakfast. 


SOMATIC EFFECTS 


Bu 


One of the interesting scientific exhibits seen at the 


Information on a very topical and controversial sub- 
Annual Meeting. 


. ject was given in this scientific exhibit. 
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For the future, he discussed the ideals to be 
aimed at. The first concerned the moral aspect of 
human life, which he regarded as an entity in itself, 
not just an appendage to the merely physical 
aspects. If a man’s moral sense of responsibility was 
destroyed, then his proper perspective of life was 
destroyed. The tendency to explain moral devia- 
tions on mental or physical grounds was to be de- 
precated. The second ideal was to place the ad- 
vantages of medical progress within the reach of 
everyone—this was not an affair of the medical 
profession, but of society as a whole. The danger 
was that this might be achieved by state control, 
to which Mr. Manning stated himself to be 
absolutely opposed. The third ideal was the preser- 
vation of the ideal patient-physician relationship. 
The danger here of course was that the ideal 
might impede the progress of specialism. Mr. Man- 
ning’s speech was extremely well received by an 
audience of 450 persons. 





SECTION OF SALARIED PHYSICIANS 


One of the youngest sections in the Canadian 
Medical Association is that formerly known as the 
Section of Physicians in Public Service. At the 
business meeting of this Section which was held on 
Wednesday, June 19, the name was changed to 
“Section of Salaried Physicians”. At this meeting 
reports were heard from divisional sections, which 
have already been formed in British Columbia, 
Saskatchewan, Ontario and the Maritimes. Member- 
ship of this Section is to be confined to physicians 
who derive the major portion of their income from 
salary. It has been suggested that the Section put 
on a program at the annual meeting, which would 
be related to economic problems of their members 
and also to activities.of salaried physicians in deal- 
ing with various agencies. A program committee 
is to be set up, chaired by Dr. Gordon Fryer of 
Ottawa. The following officers were elected for 
the Section: Chairman, Dr. D. G. McKerracher, 
Saskatoon; Alternate Chairman, Dr. R. Ratz, Ottawa; 
Secretary, Dr. R. M. Lane, Victoria. 





PROTESTANT CHURCH SERVICE 


The Protestant church service associated with the 
90th Annual Meeting of the Canadian Medical 
Association was held at Robertson United Church 
of Canada, Edmonton. As usual, the service of 
worship was arranged by the Canadian Federation 
of Medical Women. Among the numerous congrega- 
tion were the President of the Federation, Dr. 
Ruth L. Wolfe of- Montreal, and the President- 
Elect, Dr. Mildred F. Newell of Edmonton. The 
first lesson was read by Dr. Morley A. R. Young, 
President-Elect of the Canadian Medical Associ- 
ation, and the second lesson by Dr. Norman Gosse, 
Chairman of General Council of the C.M.A. Two 


Canad. 'M. A. J. 
July 15, 1957, vol. 77 


anthems were sung by the Edmonton Doctors’ Male 
Choir, and the sermon was preached by the Rev- 
erend R. Douglas Smith, B.A., D.D., who spoke 
on “The Power to Heal”. The theme of his sermon 
was based on parts of verses 10 and 11 of chapter 
19 of the Gospel according to St. John, “Knowest 
thou not that I have power to crucify thee, and 
have power to release thee?” Jesus answered, “Thou 
couldst have no power at all against me, except 
it were given thee from above.” Dr. Smith stressed 
the need for acknowledgment by members of the 
healing profession that their power to heal was not 


man-based, but was given by God. 





ROMAN CATHOLIC SERVICE 


The Roman Catholic church service took place 
on Sunday morning, June 16, at 11 o'clock in the 
Church of St. Joachim. This parish is served by the 
Oblate Fathers under the direction of Reverend 
Father Labonté. The sermon and instruction are 
usually given in French, as the majority of the 
parishioners are French-speaking. Some of the 
members had the advantage of meeting Father 
Patoine, who is the brother of a well-known Mont- 
real practitioner. 





PHYSICIANS’ ART SALON 


As in the 12 previous years, this annual meeting 
was enriched with a display of artistic productions 
by a number of the members of the Association. 
About 120 paintings, 50 photographs and over 300 
coloured transparencies were entered. As_ usual, 
paintings were divided into traditional and contem- 
porary. Although the whole exhibit was crowded 
in a space slightly too small, it was nevertheless a 
centre of attraction for many physicians and other 
guests at the meeting. The panel of judges included 
Murray Macdonald, A.S.A., Mrs. Elva Frederking, 
A.S.A., and Nick Ochotta. The list of winners is as 
follows: Traditional: (1) Figure, Indian Woman— 
T. E. Briant, Welland, Ontario; (2) Lone Sea Gull 
—Ella Evans, West Vancouver, B.C. Contemporary: 
(1) Yo-yo Manoeuvres—E. R. Rafuse, St. James, 
Manitoba; (2) Fossils—Jessie McGeachy, Saskatoon, 
Saskatchewan. Monochromes: (1) Interméde—An- 
dré Norbert, Rapid Blanc, Quebec; (2) Cat’s-eye 
view—F. C. Fraser, Montreal, Quebec. 





SCIENTIFIC EXHIBITS 


Thirteen scientific exhibits of high quality were 
on display in the Jasper Room of the Macdonald 
Hotel. These came from such origins as the Alco- 
holism Foundation of Alberta, the Canadian Diabetic 
Association, the National Heart Foundation and the 
Royal Canadian Army Medical Corps. More clinical 
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subjects such as treatment of hemorrhage and a 
new sulfonamide called SETD in pediatric prac- 
tice were also represented. 

Winners of Certicates of Merit were: 

(1) Best individual exhibit: “Echinococcus Dis- 
ease in North American Indians’—Dr. M. Matas, 
Charles Camsell Hospital, Edmonton. 

(2) Best organizational or institutional exhibit: 

(a) “The Canadian Diabetic Association Helps 
the Family Doctor’—Dr. W. R. Feasby, Toronto. 

(b) Alberta Medical Photographers’ Society: 
“Photography, an Aid to Modern Medicine”’—Mr. 
J. A. Twyman, University Hospital, Edmonton. 





COLOUR TV PUBLIC FORUMS 


Two public forums on colour television were 
offered to a non-medical audience on the evening 
of June 17. After a humorous introduction by Dr. 
S. Kling, acting as moderator, the audience was 
introduced to the panel made up of Dr. Douglas 
McPhee, Dr. R. McGregor Parsons and Mr. Don 
Brinton, who was acting as a lay representative of 
the public. Dr. Johnson operated on a boy of ten, 
who was suffering from acute appendicitis, and 
supplied the audience with the necessary material 
for comment by the members of the panel. There 
was sustained interest on the part of the public 
and several pertinent questions were asked by the 
audience. Both forums were considered highly suc- 
cessful. 





BARBECUE AT ELK ISLAND PARK 


In spite of heavy rain on Wednesday night, the 
weather staged a comeback on Thursday so that 
by the evening the barbecue party was held as 
planned at Elk Island Park. The attendance num- 
bered several hundred, all in high spirits and great 
appetite (900 Ib. of buffalo and beef meat were 
consumed). A great portable barbecue oven sup- 
plied by the local hosts was attended by devoted 
experts from Edmonton and Calgary. The main 
attraction of the evening was supplied by some 
members of the Hobbema Indian Reserve, perform- 
ing Indian ceremonial dances. These included the 
chicken dance, a war dance, a scalp dance—in 
which members of the Income Tax Committee had 
a particular interest—a rainbow dance and an eagle 
dance. As darkness closed in, an owl dance was 
started and eventually presented the bizarre sight 
of a giant kaleidoscope showing one moment colour- 
ful warriors and the next moment a representative 
from Northern Ontario and the General Secretary 
of the Association, as members of the audience 
joined in the general dance. This outdoor event 
proved to be a remarkable success and was greatly 
enjoyed by all those who attended. The Association 
is indeed very grateful to the organizers. 
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GOLF 


In the annual C.M.A. golf tournament, the On- 
tario Cup was won by Dr. P. J. Doyle of Vancouver, 
who had the low gross of 82. About 25 people 
played, but not all handed in their scores, and be- 
cause of this it was not possible to award the Alberta 
Cup, which is given for the best composite team 
score by a team of four golfers representing a pro- 
vincial division of the Association. 





CANADIAN HEART ASSOCIATION 


The tenth Annual Meeting of the Canadian Heart 
Association was held on June 18, at the time of 
the Canadian Medical Association meetings in 
Edmonton. 

At the business meeting, Dr. Francis A. L. 
Mathewson of Winnipeg was re-elected as Presi- 
dent, and Dr. Paul David of Montreal as Vice- 
President. On the retirement of Dr. John D. Keith, 
who became President of the National Heart Foun- 
dation of Canada, Dr. Robert S. Fraser of Edmonton 
was elected as Secretary-Treasurer. Dr. Robert E. 
Beamish of Winnipeg and Dr. W. Ford Connell 
of Kingston were elected to Council. The continu- 
ing members of Council are Drs. Lea C. Steeves 
of Halifax, Adélard Tétreault of Trois Riviéres, John 
B. Armstrong and William F. Greenwood of Toron- 
to, L. D. Wilcox of London, Irwin Hilliard of Sas- 
katoon, John W. Scott, of Edmonton and Hugh 
Stansfield of Vancouver. Thirty-four doctors from 
Nova Scotia to British Columbia were elected to 
membership. 

The Sciertific Program included a panel discus- 
sion on “Arteriosclerotic Heart Disease” and ten 
papers on medical and surgical aspects of cardio- 
vascular disease, with speakers from Montreal to 
Vancouver. 

The next meeting of the Canadian Heart Associ- 
ation will be held in Halifax. 





NATIONAL HEART FOUNDATION 


The National Heart Foundation of Canada held 
its First Annual Meeting on Monday, June 17, at 
the Macdonald Hotel in Edmonton. Dr. J. D. Keith 
of Toronto was elected President, and the Vice- 
Presidents for the ensuing year are Mr. D. W. 
Ambridge of Toronto and Mr.:A. Deschamps of 
Montreal. The Honorary Secretary is Dr. Hugh 
Stansfield of Vancouver, and the Honorary Treas- 
urer is Mr. A. B. Grossman of Montreal. 

Membership in the National Heart Foundation 
was granted to the provincial heart foundations in 
British Columbia, Alberta, Saskatchewan, Manitoba 
and Ontario. Each has a representative on the 
Board of Directors of the National Heart Founda- 
tion including Mr. H. P. Weatherill of Vancouver, 
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Dr. R. S. Fraser of Edmonton, Mr. J. B. Hammill 
of Saskatoon, and Mr. Justice Freedman of Win- 
nipeg. Corporate membership in the Foundation 
was granted to the Canadian Heart Association and 
the Canadian Life Insurance Officers’ Association. 
The Canadian Heart Association, which is a body of 
doctors interested in heart disease, was instrumental 
in the formation of the National Heart Foundation 
and has made available $10,000 to aid in the early 
administrative expense. The Canadian Life Insur- 
ance Officers’ Association has awarded a grant of 
$60,000 as a “Launching Fund” to be paid over 
the next two years. 


The new Board of Directors of the National 
Heart Foundation has appointed Dr. Harold N. 
Segall of Montreal as the Chairman of the Medical 
Advisory Committee, and Dr. J. D. Hamilton of 
Toronto as Chairman of its Scientific Subcommittee. 
Dr. J. H. Palmer of Montreal is Chairman of the 
Constitution and By-Laws Committee and Mr. 
Grossman of Montreal is Chairman of the Finance 
Committee. 


The National Heart Foundation plans a_ co- 
ordinated campaign for funds in February 1958, 
that will be nationwide and in conjunction with the 
provincial heart foundations. 





INCOMING 
EXECUTIVE COMMITTEE 


The incoming Executive Committee of the Cana- 
dian Medical Association met on Thursday, June 20, 
and Dr. Norman H: Gosse was again elected Chair- 
man. 


The following appointments were made of chair- 
men to standing committees: 


Committee on Cancer—Dr. H. K. Fidler, Vancouver; 
Committee on By-laws—Dr. M. O. Klotz, Ottawa; Com- 
mittee on Economics—Dr. R. K. Thomson, Edmonton 
(C.M.A. representative on T.C.M.P.—Dr. R. W. Rich- 
ardson, Winnipeg); Committee on Hospital Service and 
Accreditation (and C.M.A. representatives on the Cana- 
dian Commission on Hospital Accreditation )—Dr. E. K. 
Lyon, Leamington (Chairman), Dr. A. M. Goodwin, 
Winnipeg, Dr. J. Thomas, Vancouver, Dr. D. A. Thomp- 
son, Bathurst; Committee on Legislation—Dr. T. L. 
Fisher, Ottawa; Committee on Medical Education— 
Dr. R. C. Dickson, Halifax; Committee on Pharmacy— 
Dr. K. J. R. Wightman, Toronto; Central Program 
Committee—Dr. E. F. Brooks, Toronto; Committee on 
Rehabilitation—Dr. A. T. Jousse, Toronto; Committee 
on Public Relations—Dr. G. A. Sinclair, Toronto; Com- 
mittee on Public Health—Dr. G. R. F. Elliot, Vancouver; 
Committee on Maternal Welfare—Dr. Thomas Prim- 
rose, Montreal; Committee on Industrial Medicine—Dr. 
R. G. Warminton, Niagara Falls; Committee on Nutri- 
tion—Dr. J. F. McCreary, Vancouver; Committee on 
Ethics—Dr. Wallace Wilson, Vancouver; Committee on 
Approval of Hospitals for the Training of Interns—Dr. 
J. G. Turner, Montreal; Committee on Approval of 
Schools for Laboratory Technologists—Dr. J. W. Mac- 
gregor, Edmonton; Committee on Awards, Scholarships 
and Lectures—Dr. R. M. Janes, Toronto; Advisory Com- 
mittee to the Department of National Health and Wel- 
fare—Dr. N. H. Gosse, Halifax (Chairman), Dr. J. C. C. 
Dawson, Peterborough, Dr. J. R. Lemieux, Quebec, 








-*‘power to add; Editorial Board—Dr. S. 
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Dr. R. W. Richardson, Winnipeg, Dr. T. C. Routley, 
Toronto, Dr. F. A. Turnbull, Vancouver, Dr. M. A. R. 
Young, Lamont, with power to add; Committee on 
Archives—Dr. H. E. MacDermot, Montreal; Committee 
on the Medical Aspects of Traffic Accidents—Dr. H. W. 
Elliott, Montreal; Committee on Income Tax—Dr. R. M. 
Mitchell, Sudbury (Chairman), Dr. F. Gerard Allison, 
Winnipeg, Dr. N. J. Blair, Vancouver, Dr. G. E. Chal- 
mers, Fredericton, Dr. A. D. Kelly, Toronto, Dr. M. O. 
Klotz, Ottawa, Dr. T. J. oe. Sherbrooke, and Dr. 
G. W. Halpenny, Montrea 


The following chairmen and/or members of 
special committees were appointed: 


House Committee—Dr. T. C. Routley, Toronto, with 
S. B. Gilder 
(Chairman ), Dr. M. H. Brown, Dr. D. E. Cannell, Dr. 
J. H. Ebbs, Dr. R. F. Farquharson, Dr. J. K. W. Fer- 
guson, Dr. w. V. Johnston, Dr. Burns Plewes, Dr. T. C. 
Routley, Dr. A. B. Stokes, Dr. K. J. R. Wightman, all 
of Toronto, Dr. H. E. MacDermot, Montreal; Finance 
Committee—Dr. G. W. Halpenny, Montreal (Chairman), 

J. G. Howlett, Montreal, Dr. D. Sclater Lewis, 
Seemann Dr. Léon Gérin- Lajoie, Montreal; Liaison with 
l’'Association des médecins de Langue Francaise du 
Canada—Dr. G. Leclerc, Montreal, Dr. D. A. Thompson, 
Bathurst, Dr. R. Vance Ward, Montreal; Committee on 


Civil Disaster—Dr. A. j. McGanity, Kitchener; Com- 
mittee on International Relations—Dr. Margaret Gosse 
(Chairman), Dr. C. B. Stewart, Dr. R. C. Dickson, 


Halifax. 


The following C.M.A. representatives to outside 
bodies were elected: 


Associate Committee on Medical Research, National 
Research Council—The President; Canadian Commission 
on Hospital Accreditation—Dr. A. M. Goodwin, Winni- 
peg, Dr. E. K. Lyon, Leamington, Dr. J. Thomas, Van- 
couver, Dr. D. A. Thompson, Bathurst; Canadian Com- 
mission on Nursing—Dr. H. T. Ewart, Hamilton, Dr. 
A. F. W. Peart, Toronto, Dr. William Storrar, Montreal; 
Association of Canadian Medical Colleges—Dr. R. C. 
Dickson, Halifax; Committee on Education, Canadian 
Association of Medical Record Librarians—Dr. J. W. 
Brennan, Toronto, Dr. C. J. Tidmarsh, Montreal; Do- 
minion Council on Nutrition—Dr. J. F. McCreary, Van- 
couver; Science Abstracting Commission, National Re- 
search Council—Dr. S. S. B. Gilder, Toronto; Canadian 
Society of Radiological Technicians—Dr. E. A. Petrie, 
Saint John (C.M.A. President is Honorary President 
of C.S.R.T.); Defence Medical and Dental Services 
Advisory Board—Dr. T. E. Holland, Winnipeg, Dr. 
H. S. Morton, Montreal, Dr. A. D. Kelly, Toronto 
(alternate—Dr. A. F. W. Peart, Toronto); Physicians’ 
Art Salon—Dr. G. E. Tremble, Montreal, Dr. G. Harvey 
Agnew, Toronto, Dr. Arthur Murphy, Halifax; Joint 
Commission on Accreditation of Hospitals—Dr. 

Lyon, Leamington; National Advisory Committee on 
Rehabilitation of Disabled Persons—Dr. A. T. Jousse, 
Toronto; Liaison Committee, Canadian Pharmaceutical 
Manufacturers Association—Dr. J. K. W. Ferguson, 
Toronto, Dr. J. R. Lemieux, Quebec, Dr. K. J. R. Wight- 
man, Toronto; Trans-Canada Medical Plans—Dr. R. W. 
Richardson, Winnipeg; Victorian Order of Nurses— 
Dr. J. H. B. Hilton, Ottawa; Health League of Canada— 
Dr. F. R. Griffin, Toronto; Committee on C.M.A. Or- 
ganization—Dr. F. A. Turnbull, Vancouver (Chairman), 
Dr. T. C. Routley, Toronto, Dr. M. O. Klotz, Ottawa, 
4 T. J. Quintin, Sherbrooke, De. ©. i, Tisdale, Prince 
ert. 


Messrs. McDonald, Currie and Company of To- 
ronto were again appointed the Association’s audi- 
tors and the Royal Trust Company financial adviser. 

The Chairman of the Committee on Income Tax 
attended and reported progress with the pension 
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plans for self-employed members of the Canadian 
Medical Association. No less than 75 companies 
have been invited to make bids for C.M.A. business 
in this field. It was finally recommended, and this 
recommendation was accepted by the Executive, that 
the plan have dual avenues for investment: (a) a 
fixed dollar fund underwritten by an insurance 
company, with first choice the National Life Assur- 
ance Company of Toronto; (b) a common stock 
fund administered by a trust company—first choice, 
the Royal Trust Company. It is now apparent that 
the proposals for collection made by these carriers 
are so good that separate divisional plans will not 
be necessary. The scheme will be of relatively low 
cost to the profession, because the Canadian Medi- 
cal Association will act as agent; the Executive has 
voted a sum of money for the C.M.A. to get the 
plan started and employ the necessary personnel. 

Matters referred from General Council to the 
Executive Committee were then discussed. Much 
time was spent on consideration of a new Advisory 
Committee to the Federal Government. Terms of 
reference were laid down in detail. This committee 
will be the only one to discuss C.M.A. matters 
with the Government. Comprehensive data will be 
circulated to all committee members before any 
meeting with the Government, and it is expected 
that they will meet with the Government not less 
than twice a year. A strong committee has been 
elected with full powers to represent the Canadian 
Medical Association on such matters as liaison with 
the Federal Government and its departments, Bill 
320, Indian Affairs, the Defence Medical and Dental 
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Services Advisory Board and other subjects. A 
special committee is to be set up under Dean Chester 
Stewart of Halifax to study methods of implement- 
ing the Statement of Principles on Health Insurance. 
The question of salaries of public health doctors 
was referred to the Committee on Economics. 

Arrangements were made to implement the 
wishes of Council in relation to amendment of the 
By-laws on Sections. Divisions, sections and affili- 
ated societies will be asked to comment on the 
present arrangement and the data will be presented 
to the first meeting of the Executive Committee in 
1958. 

The Committee on Organization will continue to 
study methods of improving the organization of the 
C.M.A., and will review arrangements for the meet- 
ing of General Council in 1958. 

It was agreed to study the program of the annual 
meeting, with a view towards developing it in future 
years. 

The Canadian Medical Association will be invited 
to select the President for the World Medical Asso- 
ciation meeting in Montreal in 1959. A committee 
has been set up to nominate a president; the com- 
mittee will seek the opinions of divisions after in- 
forming the latter of the names of past delegates 
and officials of the World Medical Association. 

Funds were voted for preliminary promotion of 
the Traffic Accident Foundation. Steps were taken 
to prepare for the joint meeting between the Com- 
mission of Trans-Canada Medical Plans and the 


_ Executive Committee of the Canadian Medical As- 


sociation later in the year. 





THE SCUENTIFIG PROGRAM 


SOME WHERE’S AND WHY’S OF NEURITIS— 
Henry W. Woltman, Rochester, Minn. 


Dr. Woltman began by defining neuritis and dis- 
cussing the anatomy and physiology of nerves. He 
said that when neuritis affects one nerve, adjacent 
nerves or a plexus, the commonest cause is mech- 
anical; when several nerves are involved simulta- 
neously, the cause is often vascular or allergic; 
diffuse involvement of nerves often implies a toxic, 
viral, metabolic, allergic or rarely hereditary cause. 
The taking of the history is often the most important 
part of the examination in cases of neuritis. It is 
essential to delineate exactly the site of the pa- 
tient’s complaint. The diagnosis of neuritis is con- 
firmed by finding signs of sensory, motor or auto- 
nomic impairment consistent with the distribution of 
the nerve. Pitfalls in testing sensation and muscle 
power include hysteria, tendon or joint disease, 
reflex atrophy of muscles near diseased joints and 
trick movements. One hallmark of the neurotic is 


resentment of requests to give a detailed descrip- 
tion of symptoms. Helpful laboratory tests may in- 
clude x-ray examination, examination of spinal fluid 
and of urine and (most important of all) electro- 
myography. 

Among specific nerve affections are Bell’s palsy, 
whose onset is usually in terms of hours; an onset 
taking weeks or months suggests the possibility of 
tumour. Results of treatments which have been 
suggested in the past are equivocal. If spontaneous 
recovery does not occur, first a decompression of 
the nerve and then a graft or anastomosis and 
facial transplantation deserve consideration. When 
the ulnar nerve is injured, loss of motor function is 
of more consequence than sensory loss. In 67% of 
cases the nerve has been injured in the ulnar 
groove. Ulnar neuritis commonly progresses slowly. 
Palsy of both nerves may appear gradually in under- 
novrished patients. The median nerve is particularly 
intolerant of injury, and the whole limb may be 
involved in median neuritis, even though the lesion 
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is at the wrist. The carpal tunnel syndrome, due 
to compression of the median nerve at the carpus, 
can be demonstrated definitely by electromyogra- 
phy, which shows a delay in transmission of a nerve 
impulse applied at the wrist. The most important 
function of the radial nerve is motor and this nerve 
is most vulnerable during its passage over the sulcus 
in the humerus. Cases sometimes occur following a 
visit to the movies during which the patient’s arm 
has found its way between adjoining seats. The 
band of a wristwatch has been known to compress 
the nerve and cause pain in the hand. 

Brachial neuritis is most commonly due to trauma, 
either direct or in the compression-traction syndrome 
or outlet syndrome, involving less direct applications 
of stress to the plexus. The latter syndromes are 
associated with change in the pain with change of 
posture, local tenderness, supraclavicular masses or 
bands, and changes in circulation in the arm. In 
20% of cases the cause of brachial neuritis is tumour; 
malignant tumour causes rapid and relentless pro- 
gression and is commonly secondary to carcinoma 
of the breast, or carcinoma of the lung. The peroneal 
nerve may be affected in crossed-leg palsy caused 
by compression and ischemia of a local segment 
of the peroneal nerve as it lies wedged between 
the head of the fibula and the patella of the 
opposite knee. The disability is commonest is elder- 
ly emaciated men. Squatting or sitting tailor-fashion 
may also compress the nerve. Crossed-leg palsy 
must not be confused with the foot drop of the 
anterior compartment syndrome due to ischaemia 
of poorly nourished muscles. Meralgia parzsthetica, 
meaning pain in the thigh, is due to compression 
of the lateral femoral cutaneous nerve; no specific 
cause can usually be found. The lumbo-sacral plexus 
may be affected by malignant tumour (36%) or 
maternal birth injury (18%). A very painful uni- 
lateral femoral neuritis is most commonly due to 
malignancy; if bilateral it is more likely due to 
diabetes. F 


Involvement of several isolated and often widely 
Separated nerves may be due to leprosy, serum 
paralysis and periarteritis nodosa or to acute por- 
phyria. Causes of multiple peripheral neuritis in- 
clude diphtheria, arsenical poisoning and the Guil- 
lain-Barré syndrome in which an infection may be 
followed by progressive motor paralysis of the 
limbs, raised level of protein in CSF and either a 
slow and complete recovery or in 14% of cases 
death. Among the deficiencies causing neuritis, iso- 
niazid administration should be remembered. 


CLINICAL FINDINGS OF IMPORTANCE IN 
ENDOCRINOLOGY—J. A. L. Gilbert, Edmonton 


In no field of medicine is the taking of an ade- 
quate history and the performance of complete 
physical examination more rewarding than in en- 
docrinology. Where laboratory results are at vari- 
ance with clinical assessment, it is well to recheck 
the laboratory procedure. Inspection is of gteat 
importance; the patient with endocrine disease must 
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be examined nude. Some endocrine disorders are 
readily recognized at sight, but the patient with 
early myxoedema not infrequently wanders from 
physician to physician before a correct diagnosis is 
made. Contrary to what might be thought, both 
obesity and excessive leanness are rare manifesta- 
tions of endocrine disease. Obesity is usually due 
to overeating and obese patients are almost always 
in need of psychotherapy, frequently in need of 
dietary therapy, and practically never in need of 
thyroid therapy. Leanness is occasionally seen in 
young diabetics, severe cases of Graves’s disease, 
and some people with hypopituitarism. Most severe 


‘weight loss, however, is seen in anorexia nervosa. 


Hence gross disturbances of body weight in either 
direction are frequently psychogenic. 


The skin is frequently involved in endocrine dis- 
turbances, a fortunate fact since the skin is so easy 
to examine. In hypothyroidism the skin is thick and 
dry; in acromegaly it is thick and greasy, with large 
pores and hair follicles. It is thin and parchment- 
like in postmenopausal osteoporosis. Since ACTH 
regulates depth of pigmentation, the latter tends 
to be excessive when ACTH production is unin- 
hibited, as in Addison’s disease; cortisone treatment 
of Addison’s disease suppresses ACTH production 
and hence decreases pigmentation. In anterior pit- 
uitary failure, little or no ACTH is excreted and 
the skin is pale and will not freckle or tan with 
sunlight. Skin striae are common in obese persons 
and of little importance unless they are of the 
typical purple colour associated with Cushing’s dis- 
ease. 


Normal hair texture and distribution depend on 
a nice balance between oestrogens and androgens. 
Androgens tend to cause a facial beard, receding 
hairline, baldness, hair on the backs of hands and 
fingers and on the chest wall, shoulders and thighs. 
Excess of androgen in the male causes few dis- 
turbances apart from hairiness. In the female it 
causes both defeminization and virilization. In most 
hairy women, the condition is idiopathic, but mild 
hirsutism may be associated with ovarian failure 
and relative increase in androgens at the meno- 
pause. To exclude the serious causes of hirsutism, 
such as adrenal adenoma or carcinoma or ovarian 
arrhenoblastoma, requires careful clinical assessment 
and often recourse to the laboratory. Oestrogens 
cause proliferation of scalp hair, but are of doubtful 
value in treating female hirsutism. In the male their 
excess leads to lack of masculine hair distribution, 
but the eunuch is never bald. Gonadal failure sec- 
ondary to hypopituitarism leads to fine skin and 
loss of sex hair without the other features of hyper- 
oestrogenism. 


NON-PENETRATING INJURIES OF THE AB- 
DOMEN—E. C. Janes, Hamilton 


Non-penetrating injuries of the abdomen present 
a much more complex problem than penetrating 
ones, and the ultimate in surgical judgment is re- 
quired. Any structure from the diaphragm to the 
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perineum may be endangered. This includes the 
entire gastro-intestinal or genito-urinary tract, the 
liver, spleen, pancreas and great vessels. A haema- 
toma in the subcutaneous tissues or muscles will 
cause pain, tenderness and rigidity, and may lead 
the surgeon into an unnecessary laparotomy. Injury 
to the back may cause fracture of transverse pro- 
cesses or retroperitoneal haemorrhage with abdomi- 
nal pain, distension and fever; again an unnecessary 
laparotomy may result. Rupture of the small bowel 
is usually well treated by primary closure, but rup- 
ture of the large bowel is more dangerous, should 
be exteriorized, and if closed protected by a colos- 
tomy very close to the tear. Blood vessels may be 
injured simultaneously. Intraperitoneal rupture of 
the bladder may be difficult to recognize; if in 
doubt inject air or radioopaque oil into the bladder 
through a urethral catheter and take a radiograph 
soon afterward. Treat. by laparotomy and closure of 
the bladder tear and protect with an indwelling 
urethral catheter for about ten days and suprapubic 
drainage for four to five days. Urethral tears are 
usually easy to recognize. Tears of the kidney are 
not usually fatal, though persistent bleeding may 
require operation. Intravenous pyelography is of 
importance and will establish the diagnosis of intra- 
capsular or extracapsular tear and also the fact 
that the. patient has two kidneys. All kidney tears 
do not necessitate nephrectomy; partial removal or 
repair will often suffice. Tears of the spleen often 
respond to conservative therapy and blood replace- 
ment, but continued bleeding is an indication for 
splenectomy. In suspected pancreatic injury, esti- 
mate the serum amylase (values are very high); 
treatment is by repair of the injury and coverage 
with surrounding tissues and closure of the abdo- 
men. If coverage is not satisfactory, a drain can 
be inserted through the site of injury. 


Differentiation between intra-abdominal bleeding 
and rupture of a viscus may be very difficult. 
Bleeding produces signs of shock with a tender 
and tense abdomen, but the abdomen is not rigid 
and as extremely tender as in perforation of the 
bowel. If pain, rigidity and fever are increasing, 
bowel perforation is the more likely diagnosis. Ab- 
dominal radiographs, if positive for free air, are 
pathognomonic of rupture. In serious injury, treat- 
ment should start at once with replacement therapy 
of either glucose and saline, plasma expanders or 
blood, whichever is available. 


THE INTEGRATION OF PREVENTIVE MEDI- 
CINE IN MEDICAL PRACTICE—G. D. W. 
Cameron, Ottawa 


In this paper, the author differentiates public 
health from preventive medicine. He points out the 
definition of public health as “the application of 
medical, social and allied disciplines to an organized 
community activity designed primarily to protect 
and advance the health of the people”. This served 
to differentiate public health from preventive medi- 
cine which might be directed towards the indivi- 
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dual or the family and not the community. Public 
health was whatever governments at any level chose 
to do for the protection of the health of the people 
and was recognized as a specialty, whereas preven- 
tive medicine was exemplified by the work of the 
obstetrician or paediatrician who attempted to pro- 
tect the fetus and the child from harm. The obvious 
person to practise preventive medicine was the gen- 
eral practitioner or family physician. One example 
of preventive medicine in general practice is the 
routine “check-up”; another is the work done to 
keep old people out of hospital. The author ends 
by saying “while all who practise medicine have 
their duty to honour the concept of prevention, it 
is submitted that its maximum benefit can be re- 
alized best by calling upon family physicians to 
take positive action for the care of their charges 
through the integration of preventive medicine into 
their practices”. 


FLUID AND ELECTROLYTE PROBLEMS IN 
THE POSTOPERATIVE PATIENT-—-L. B. 
Fratkin, Vancouver 


Assessment of the preoperative status of a patient 
allows for intelligent control of postoperative prob- 
lems in fluid and electrolyte balance. Before opera- 
tion the patient’s weight and state of hydration 
should be noted, together with his haemoglobin 
value and hematocrit. Renal function studies may 
be indicated if there is a history of renal disease; 
urine output should be accurately measured and 
due consideration giveri to the character of the 
urine. The serum sodium level is important because 
it reflects closely the sodium concentration in the 
rest of the extracellular fluid. An excess administra- 
tion of sodium iron is more hazardous than the 
withholding of sodium from the surgical patient. 
Attention must also be given to potassium, chloride, 
and possibly magnesium. 

Postoperatively sodium requirements are at first 
minimal, hence sodium may be withheld for 24 
hours unless laboratory evidence of deficiency is 
present. Not more than 500 ml. of isotonic saline 
should be given in this time. Though potassium is 
steadily lost after operation, the situation will come 
under rapid control provided renal function is intact. . 
After 24 hours, potassium loss increases and there- 
fore potassium should be administered from that 
point. Once oral feeding has begun, intravenous 
potassium can be diminished or stopped. There is 
usually retention of water immediately after opera- 
tion and utilization of fluid should be minimal. Re- 
place the urine output and the volume lost by 
suction. 

General rules for management postoperatively in- 
clude the treatment of the patient’s disease and 
not his blood chemistry, correction of pre-existing 
dehydration and electrolyte balance, parenteral 
therapy where food and drink cannot be taken by 
mouth (but with a lesser input than output), and 
accurate intake and output records. Diuresis in the 
postoperative patient generally signals a turn for 
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the better and is accompanied by electrolyte stabili- 
zation. The use of polyvalent solutions in routine 
therapy is limited. 


TOXIC EFFECTS OF COMMON THERAPEUTIC 
AGENTS ON BLOOD AND BONE MARROW 
—D. E. Rodger, Regina 


The toxic effects of some modern therapeutic 
agents on the hematopoietic system may be more 
hazardous than the disease for which the drug is 
given; reported accidents in the literature must 
cover only a small fraction of toxic reactions occur- 
ring. In one medical service of one thousand ad- 
missions, more than 50 major toxic reactions and 
accidents subsequent to diagnostic or therapeutic 
measures occurred. There is no satisfactory method 
of testing drugs prior to clinical use to detect toxic 
reactions, which are qualitative and not related to 
the dose administered. It is suggested that the Can- 
ada Food and Drug Act requires re-examination 
to make it more strict and make more drugs avail- 
able only on prescription. The most important fac- 
tor in the prevention of toxic reaction to drugs is 
the physician. At present he is not exercising suffi- 
cient judgment and restraint in prescribing dan- 
gerous drugs. Far too many drugs are being used 
far too often and unnecessarily. If placebos are to 
be used, they should be inexpensive and not dan- 
gerous. The author uses for a tonic a mixture con- 
taining nux vomica and the compound tincture of 
gentian; for a sedative he uses barbiturates, for 
less well defined aching or fevers he uses salicy- 
lates, and for gastro-intestinal symptoms he uses a 
simple and inexpensive “antispasmodic” mixture. It 
is his impression that these mixtures give results 
as good as or better than more elaborate, expensive 
and toxic preparations. 





SECTION OF PAEDIATRICS 
COLIC IN INFANCY—C. E. Snelling, Toronto 


Colic is a broad term used to describe a pattern 
of gastro-intestinal upset in infants. The infant is 
irritable, cries, draws up its legs, passes gas and 
may or may not have loose stools. Seven types of 
causes were discussed. These were: (1) infections, 
(2) congenital anomalies and causes associated with 
birth, (3) environment, (4) quantity and quality 
of feedings, (5) psychoneurotic manifestations, (6) 
allergies, (7) endocrine and metabolic disorders. 

The commonest infection causing colic is a cold. 
Gastro-intestinal bands, malrotation of the intestines, 
and cardiac anomalies may cause colic. A con- 
genitally tight rectal sphincter may be _ present. 
Thus a rectal examination should always be done. 
The tip of the index finger will normally be admit- 
ted easily. Dilatation of the rectum may produce 
relief of colic. Redundancy of the sigmoid colon 
has been found to cause colic; the colon becomes 
filled with stool. Treatment consists of mild baking 
soda and water enemas. Barium enema examination 
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has itself often cured the colic. Mild Hirschsprung’s 
disease may be the cause of colic. Colic may be 
associated with later diagnosed cerebral palsy. An 
electroencephalogram may assist in the diagnosis of 
the latter. Birth fractures may be the cause of colic. 
The greatest single cause of infant colic is the 
infant’s environment. Artificial feeding frequently 
promotes colic. Nipple holes are often too small; 
these holes should allow one to read a_ paper 
through them! A father that wants to jostle and 
play with the baby cannot, on the other hand, stand 
to hear it cry. Thus paternal colic occurs. Tense 
overattentive parents can upset the child. Over- 


‘ crowding and living with in-laws leads to situations 


that cause colic. 

Feeding difficulties seldom cause colic. Most foods 
now offered infants are of good quality. The quan- 
tity and timing of feeding may have to be adjusted 
to the infant. Overfeeding at breast may be cured 
by offering small quantities of water prior to feed- 
ing. Food allergies are often overlooked as a cause 
of colic. 


ACCIDENTS IN CHILDHOOD—N. F. Duncan, 
Edmonton 


This subject must be continuously discussed even 
if the discussion is always repetitive. Some stimula- 
tion to avoid accidents may then be expected. Be- 
tween the age of one and fourteen years, accidents 
are the commonest cause of death. About 14,000 
children die of accidents every year in the United 
States. Another 50,000 children are injured each 
year. A study of accidents in Alberta showed that 
1200 children died from this cause in 1955. Acci- 
dents caused three times as many deaths as all the 
infectious diseases combined. Motor vehicle acci- 
dents and drownings head the list of causes of 
death. Other causes were burns, machinery acci- 
dents and firearm accidents. 


Figures from the Royal Alexandra Hospital, Ed- 
monton, indicated that 10% of all out-patient admis- 
sions were due to accidents in children; the high- 
est rate of accidents occurs in the summer; children 
of two years of age are most frequently involved; 
80% of accidents in children occur indoors; 44% 
of these accidents occur between noon and 5 p.m. 
Statistically, the commonest accident situation: occur- 
ring in children would involve “a boy, between one 
and two years old, who is injured at home, while 
being supervised by his mother. He would have a 
fall and would lacerate his head”. Forethought, 
time and discipline are required to minimize this 
greatest menace to our children. 


CHRONIC URINARY TRACT INFECTION IN 
CHILDREN—R. C. B. Corbet, Calgary 


Thirty-four cases were discussed. This series re- 
vealed that predisposing factors were: female sex, 
wearing of diapers, the age of relations, stasis from 
any cause, and the presence of other sites of in- 
fection. Recurrent fever, abdominal pain, inconti- 
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nence at night, and frequency were common com- 
plaints. Examination should include urinalysis for 
albumin and pus cells. A mid-stream specimen 
should be obtained from males, while a catheter 
specimen is mandatory for females. Ten pus cells, 
or even less, are significant. Residual urine or more 
than one-half to one ounce (depending on age) 
is significant. Treatment with antibiotics and sulfas 
over long periods is necessary. Often removal of 
obstruction will be the secret to successful cure. 
Resistance, patience and co-operation of parents 
are essential in management of most cases. 


THE MANAGEMENT OF CEREBRAL PALSY— 
W. A. Hawke, Toronto 


Cerebral palsy should be suspected if: - 

1. The parents complain that normal development 
is not present. 

2. A family history of cerebral palsy is present. 

3. Placenta previa, abruptio placenta, prematurity, 
prolonged labour, and cyanosis are mentioned in 
the birth history. 

4. Convulsions were present early in life. 

5. Jaundice was present postnatally. 

Fourteen different medical and allied personnel 
are required to diagnose cerebral palsy. Nine of 
these are needed during the rehabilitation and 
treatment phases of cerebral palsy. 

An excellent film from the Cerebral Palsy Clinic 
in Toronto was presented, outlining the types of 
treatment given, and the progress of rehabilitation. 
One-third to one-half of the patients make appre- 
ciable gains at this special centre. L. A. KOLLER 





SECTION OF RADIOLOGY 


RADIOLOGICAL EXAMINATION OF THE CO- 
LON—A. Turnbull, Vancouver 


Three things are required to examine the colon 
adequately. These are: patient preparation, a good 
medium, and an experienced radiologist. A fluid 
diet should be taken by the patient for 24 hours 
before examination. Two ounces of castor oil 
should be taken the night before examination. Saline 
enemas until clear should be given the morning of 
the examination. Tannic acid added to the barium 
medium is useful in obtaining good evacuation later. 
A-method of using a double-headed catheter that 
allows instillation of barium or air, and also provides 
suction, was described. Thus the patient may be 
examined by the air contrast method at any time. 
Such a method provides better results and takes 
only a few minutes longer. 


RADIOLOGY AND THE DIAGNOSIS OF LOW 
BACK PAIN—A. J. M. Griffiths, Edmonton 


The cause of back pain is always difficult to de- 
termine. One-half of patients having osteoarthritis 
do not have clinical symptoms. Likewise, one-half 
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of patients having congenital lesions of the lower 
spine have no symptoms. Most patients over 40 
years of age have radiological evidence of osteo- 
arthritis. Intervertebral disc pathology was demon- 
strated in 20% of patients having osteitis condensans. 
Metastases in vertebrae are one-third the size of 
the bone before they are displayed easily by roent- 
genograms. The use of gonad lead shields is advis- 
able when a patient is subjected to roentgen ray 
survey of the back. 


THE RADIOLOGICAL DIAGNOSIS OF UNREC- 
OGNIZED SKELETAL TRAUMA IN _IN- 
FANCY-—A. E. Childe, Winnipeg 


Five cases were presented. A history of trauma 
could not be elicited in any of these, yet each 
case was found to have multiple or isolated frac- 
tures. Commonly the children were found to have 
subdural hematoma, skull-bone fractures, rib frac- 
tures, long bone fractures and epiphyseal separa- 
tions. Some of these disorders were old and healed, 
while some were new. No constitutional disorders 
could be found. One patient was insensitive to pain 
and had traumatized himself. Two cases were trau- 
matized by a psychotic mother. Such situations 
should be suspected if: one or more bones are 
abnormal while the other bones are normal; sub- 
periosteal hemorrhages are seen; and metaphyseal 
displacement is seen. It was suggested that acci- 
dental trauma could often cause such abnormalities, 
and that these frequently go unrecognized. 

L. A. KOLLER 





ROUND TABLE CONFERENCES 


RECENT ADVANCES IN CARDIAC 
THERAPY 


Various methods of operative treatment for septal 
defects were discussed by a panel chaired by Dr. 
D. S. Munroe, Vancouver, with Dr. J. B. Armstrong, 
Toronto, Dr. R. E. Beamish, Winnipeg, Dr. P. P. 
David, Montreal, and Dr. John Keith, Toronto, 
as participants. Newer forms of operations and 
new techniques such as the use of hypothermia 
and the heart-lung apparatus were touched on. 

Atherosclerosis affects all the blood vessels. Low 
fat diets should be prescribed to minimize this dis- 
order; foods such as butter, cream, and fried foods 
should be eliminated from the diet. Eggs may be 
taken. Such diets can become palatable. 

Patients with angina pectoris need reassurance. 
They now have a life expectation of at least nine 
or more years. They should be as active as they 
can be without pain. Free use of nitroglycerin is 
recommended, as well as a low fat diet. Such 
patients should report any change in their skin 
pattern, as infarction is then impending. 

Infarction is impending when: angina patients 
have increasing pain; recurrent pain occurs in a 
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patient with a previous infarct; and when a patient 
develops typical coronary pain. Anticoagulants 
should be started immediately in these patients. 
In a series of 99 cases, 7.7% died when anti- 
coagulants were started early, while 77.2% died if 
no anticoagulants were administered. 

The incidence of rheumatic fever has fallen. So 
has its mortality rate. Cases treated with salicylates 
proved to have smaller hearts than those cases treat- 
ed with ACTH or corfisone. Regardless of which of 
these three drugs were used, over one-half the 
patients had no murmurs in three years. Recur- 
rences were found to be less frequent if Bicillin 
was given once a week for two weeks (dose 1 mil- 
lion units), and then followed by 742-15 grains of a 
sulfonamide per day for long periods. 

Commissurotomy for mitral stenosis gives a 75% 
satisfactory result with only a 5% mortality rate, in 
experienced hands. Prophylactic penicillin is used 
in the management of these cases. Aortic stenosis 
has a poor prognosis unless treated early. Tricuspid 
commissurotomy is a simple operation, but cathe- 
terization is needed to establish the diagnosis. Ope- 
rations on the coronary arteries are still in the 
experimental stage. 

The merits of digitalis leaf as opposed to other 
digitalis preparations were discussed. The physician 
was advised to use the drug he is used to, and 
that gives him results. 

Oral diuretics reduce the frequency of use of 
mercurial diuretics. They should be taken with 
meals. Intermittent therapy with such drugs as 
Mictine, ammonium chloride and the mercurials has 
been found to be most useful. 

Penicillin should be used prophylactically in 
rheumatic fever patients undergoing dental, gyne- 
cological or genito-urinary operations. 


L. A. KOLLER 


PROLONGED LABOUR 


This panel was Chaired by Dr. T. R. Clarke, 
Edmonton, and the participants were Dr. A. B. 
Brown, Saskatoon; Dr. G. R. W. Mylks, Jr., Kings- 
ton; Dr. G. J. Strean, Montreal; and Dr. A. E. 
Trites, Vancouver. 


Every discussion of prolonged labour must begin 
with a definition of labour. It is difficult to establish 
the exact moment at which labour begins, but the 
absolute signs of labour are painful uterine con- 
tractions leading to dilatation of the cervix and 
descent of the presenting part. Prolonged labour 
was variously defined by panel members as any 
labour over 18 or over 24 hours, but it was pointed 
out that a hard and destructive labour of eight 
hours might be counted as a prolonged labour for 
that particular patient, and it was important there- 
fore to study the type of labour. It is also important 
to know which part of labour is being prolonged— 
the first or the second stage. 

The dangers of prolonged labour include _in- 
creased morbidity and mortality for mother and 
fetus. The uterus becomes tired, with subsequent 
risk of postpartum haemorrhage, and the fetus. suf- 
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fers from anoxia. Possible causative factors in pro- 
longation of labour include a disturbance of fluid 
balance; if this balance is corrected, the difficulty 
in labour may also be corrected. The panel dis- 
agreed on whether the commonest cause of pro- 
longed labour was mechanical or defect of uterine 
action. Discussion was mainly limited to cases in 
which the uterine powers are faulty. Some funda- 
mental questions were difficult to answer. Why, for 
example, was the persistent occipitoposterior pres- 
ent? Did this indicate poor uterine action or a poor 
fitP Overdistension of the uterus is a factor in 
prolonged labour (twins, hydramnios). As _ with 


--other obstetric problems, factors could be divided 


into natural factors and man-made factors. Much 
prolonged labour is created by the obstetrician, 
e.g. too early rupture of the membranes. There 
was some disagreement on the use of rupture of 
the membranes in persistent occipitoposterior and 
on the value of radiography in delay with the 
head engaged. Analgesia is one of the common 
causes of prolongation of labour; if uterine action 
is incoordinated, sedation should be used only to 
rest the patient. 


Dr. Strean described the dystocia dystrophy syn- 
drome; he had collected nearly 100 cases, mostly 
in Jewish patients from southern Europe or Slavs. 
The woman is short and stout but has a long torso 
and broad hands and feet. The pelvic measure- 
ments are normal, but the vagina is small and 
leathery.These patients are relatively infertile and 
have a history of difficult labour and a high inci- 
dence of occipitoposterior positions. They are good 
candidates for Czesarean section if progress is poor. 

Where labour has been prolonged up to 18 
hours, the case should be evaluated. Is the patient 
in labour? Is she dehydrated or fatigued? What 
are her contractions like? Are they hypotonic (poor- 
ly felt) or hypertonic with much more discomfort, 
and irritability of the uterus on palpation? A sterile 
vaginal examination must be made to detect any 
pelvic abnormality such as a tumour or stenotic 
cervix. Where the delay is due to poor uterine 
funetion, the patient should receive Demerol or 
morphine and a barbiturate, together with glucose 
and fluids. Oxytocics must not be given in hyper- 
tonic inertia. Fetal distress is an indication of Czesa- 
rean section. One panel member (Dr. Mylks) sug- 
gested that studies indicated a low potassium value 
in these cases, and that giving potassium might 
help. The fetal heart is not always a good index 
to the fetus’s condition; the heart beat should be 
studied through a pain and afterwards to see if it 
returned to normal soon. 

Prophylactic use of antibiotics may be started 
after 24 hours with the membranes intact or 12 
hours with the membranes ruptured. 

When to stimulate and when to sedate is a 
problem which can only be solved by watching the 
patient to see whether she is having good hard 
contractions, and then studying the whole situation 
and considering whether the patient has had all 
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she can take. If she has, sedation is indicated; if 
she can safely continue in labour for another five 
to six hours, the membranes may be ruptured and 
labour allowed to continue. 

Dr. Mylks suggested that the only consistently 
valuable analgesic in prolonged labour is morphine 
gr. % at three-hour intervals, possibly with addition 
of 2 c.c. 5% magnesium sulphate intramuscularly. 
The patient must be given enough sedation. 

Progress should be assessed by repeated exami- 
nation of the cervix. Twelve hours without progress 
might indicate a Cesarean section, though too 
many Cvzesarean sections are being done by some 
obstetricians who run away from the problem of 
prolonged labour. Where a section is considered, 
a second opinion should always be obtained. 





THE PRESENT STATUS OF STEROIDS 
IN THE TREATMENT OF ALLERGY 


The prevalent note of this conference, chaired by 
Dr. C. H. A. Walton, Winnipeg, and with Dr. C. 
collins-Williams and Dr. J. D. L. FitzGerald, To- 
ronto, Dr. J. Léger and Dr. B. Rose, Montreal, as 
participants, was that a healthy respect should be 
shown towards these very powerful drugs, and in the 
words of an authority “one should not shoot spar- 
rows with atomic warheads”. A list of the different 
products available in this field, together with their 
characteristics, was presented by Dr. Rose. The main 
danger in the inconsidered use of these hormones 
lies in the suppression of signs of infection, thus al- 
lowing spread (this is particularly applicable to tu- 
berculosis), and depression of the natural function 
of the adrenal glands. Steroids should not be con- 
sidered as a short-cut to therapy; they can never 
suppress the standard investigation leading to a 
definite diagnosis, even in such so-called self-limited 
diseases as seasonal rhinitis. As with vitamins and 
antibiotics, shotgun therapy in this field is to be de- 
precated. For treatment of status asthmaticus, Dr. 
Léger recommended rest, sedation, hospitalization 
and rehydration. The patient should not be over- 
treated. When dealing with children, one should 
be even more cautious in the use of steroids, since 
not only can they retard growth, if taken over a 
long period of time, but they may also turn relatively 
harmless infectious exanthems like chickenpox into 
very severe and fatal diseases. Experts state that a 
child should never receive more than 75 mg. of cor- 
tisone daily for any length of time, and that this part 
of the therapeutic armamentarium should be saved 
for very acute and distressing conditions, such as 
status asthmaticus in children. The recognition of 
stress factors is of the highest importance in patients 
receiving steroid therapy or who have recently been 
taking this drug. It is recommended in these circum- 
stances that preoperative preparation should start 
at least 24 hours before surgical intervention, and 
should be in the form of intramuscular injections 
of cortisone acetate. 
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TREATMENT OF HYPERTHYROIDISM 
ASSOCIATED WITH OTHER 
MEDICAL CONDITIONS 


A panel chaired by Dr. R. C. Harrison of Edmon- 
ton was made up of three internists and one sur- 
geon—Dr. J. P. Gemmell, Winnipeg; Dr. M. W. 
Johnston, Toronto; Dr. H. W. McIntosh and Dr. 
A. D. McKenzie, Vancouver. The discussion opened 
with a brief review of the physiology of the thyroid 
gland, together with the four basic methods of treat- 
ment, namely, rest, sedation and iodine, surgery, 
antithyroid medications or radioiodine. The effects 
of potassium perchlorate or of the antithyroid drugs 
or of iodides were described with reference to the 
function of the gland. The relative importance of 
the various laboratory tests such as determination of 
cholesterol, BMR, level of serum iodine or the trap- 
ping of radioiodine, was compared. In the mind of 
one of the members of the panel, serum iodine al- 
though probably one of the most difficult tests to 
perform, was nevertheless one of the most accurate 
for determination of thyroid function. The treatment 
of hyperthyroidism in childhood is usually carried out 
by means of antithyroid drugs rather than surgery, 
because of the high rate of recurrences after the 
latter. Because pregnancy produces a slight rise 
in thyroid function, any tendency towards hyper- 
thyroidism becomes more manifest in that state. If 
a patient with exophthalmos is rendered hypothy- 
roid, his eye signs may become more marked. 
Marked exophthalmes may respond to intravenous 
ACTH therapy. The problem of Graves’s disease 
without hyperthyroidism’ was touched upon. 


Nore: Other items from the Scientific Program will 
be published in our issue of August 1.—Eb. 





ARE YOU A SURGEON? 


If you are, then this note is intended for you. 
Even if you only use a scalpel or suture occasion- 
ally, you should know what is going on in 
Canadian Surgery. From October 1 you will be 
able to inform yourself more easily of advances 
in the Canadian surgical scene, because on that 
date the first issue of the quarterly Canadian 
Journal of Surgery, published by the Canadian 
Medical. Association, will appear. Every effort 
has been made to ensure the support of Canada’s 
leading surgeons. To make a financial success 
of the Canadian Journal of Surgery certain, we 
need you as a subscriber. On page 776 of the 
issue of May 1 you will find a coupon which 
you should mail, together with a $10 cheque, to 
ensure your receiving this journal from the very 
first number. 
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GENERAL PRACTICE 
COLLEGE MEMBERSHIP 


iDICINg THE 1957 REGISTER of the Col- 
> o. lege of General Practice of 
§ %%, Canada, published with the 
@ College's annual report last 
3G =. & month (June), lists a mem- 
a e® ° bership of 1570 _ general 

C4 Napen®” practitioners. A substantial 


number of membership ap- 
plications subsequently accepted, but processed 
too late for inclusion in the published register, 
brings the current membership to about 1600. 

The College register represents a membership 
increase that is nearly 10% over last year’s. 
Significantly, about half of the increase occurred 
since the College held their first annual scientific 
sessions at Montreal in March. Since the 
scientific convention, more than 100 members 
have been added to the College rolls from 
Quebec province alone. 

The current membership is well representa- 
tive of the entire country. About 45% of the 
College members practise in Ontario, which is in 
line with the general practitioner distribution. 
About a quarter of the membership is spread 
across Western Canada, with nearly a third in 
Quebec and the Maritimes. 

Established only three years ago, the College 
acquired nearly 1000 general practitioner mem- 
bers in its first year and gained another 300 
members in the second year of operation. Mem- 
bership requirements, including a mandatory 
100 hours of postgraduate study credits every 
two years, restrict membership to those general 
practitioners who are prepared to keep pace 
with medical progress. 

Approximately 300 of the current College 
membership are associate members who have 
not yet had the necessary four-year or five-year 
period following completion of medical] school, 
which is a requirement for active membership. 
Thus about one in five of the College members 
is a young doctor at the beginning of his medical 
career. 





GRANT FOR GP SURVEY 


Dr. SipNEY SMITH, President 
oc. of the University of Toronto, 
%, has announced that the 

2 Rockefeller Foundation has 
3 = & granted the University 
wie * “ $110,000 for studies of general 
¢ © medical practice in Canada. 
4N4 DEN? : P ; 

This money will be used to 
extend the Survey of General Practice which 
is being carried on by the School of Hygiene 
of the University in collaboration with. the 
College of General Practice of Canada. 


sneviCiNg e 
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Financial support for this project has also 
been received by the University from the 
Department of National Health and Welfare, 
and by the College of General Practice from 
the Canadian Life Insurance Officers’ Associa- 
tion. 

The purpose of this project is to determine 
the scope of the general practitioner’s work and 
to devise methods of coping with the problems 
which confront the physician in general prac- 
tice in this era of rapid changes in the field of 
medicine. 





MEDICO-LEGAL 
SOME YEAR'S END THOUGHTS 
T. L. FISHER, M.D.,* Ottawa 


ANNUALLY, about the beginning of a new year, 
the Canadian Medical Protective Association is 
billed by its solicitors for a number of cases that 
have been inactive for so long a time that the 
solicitors conclude no further action will be 
taken. Accounts are being received singly by the 
Association throughout the year for cases that 
have been settled or defended; at a year’s end, 
though, lawyers seem to do in their offices what 
merchants in their stores call stock-taking; only 
then are such a large number of accounts re- 
ceived at one time that they almost force a 
review of the preceding year’s medico-legal 
work. Such a review always prompts some 
thoughts. At first there are regrets that so many 
doctors can get into trouble serious enough to 
result in threats of legal action; later come 
astonishment and amazement that so many busy 
men dealing with so many different people of 
such diverse characters could have so few com- 
plaints made against them. Illness is no respecter 
of persons, so a busy doctor sees all kinds from 
the solid, friendly, understanding and co-opera- 
tive—though perhaps frightened—patient to the 
changeable, suspicious, unintelligent and vindic- 
tive—and always frightened—patient. He deals 
with people of whom the majority like him, but 
he also deals with a few people who dislike him 
heartily but who, for a variety of reasons, con- 
tinue to consult him and use him. The wonder 
is, not that so many doctors have legal actions 
— against them, but that so few of them 
ave. 

Stop a moment and try to realize the enormous 
number of people who pass through medical 
hands in a year. One can only guess, for there 
are no figures from which the number can be 
compiled, but one’s guess might be based on an 


*Secretary-Treasurer, Canadian Medical Protective Asso- 
ciation. 
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estimate of the number of operations done in 
Canada. In one 990-bed general hospital 16,217 
operations were done in 1956. There are 84,966 
general hospital beds in Canada, so it is not 
unreasonable to assume that more than 3000 
operations, major and minor, with or without 
local or general anesthetics, are being done 
every day in Canada—more than a million a year. 
Add to that figure the number of medical cases 
in hospital, the number of patients seen in 
doctors’ offices and in homes, and some idea 
begins to emerge of the multitude of people to 
whom the doctors render important and intimate 
services, for whose ‘health and often happiness 
the 16,000 doctors in Canada are responsible 
during any one year. 

Among 9000 members of the Canadian Medi- 
cal Protective Association there were threats of 
legal action against 103 in 1956. Obviously the 
103 new cases cannot be discussed here. Some 
of them are sub judice; many are under negotia- 
tion and a frank discussion might be harmful; 
many will not progress beyond the original 
threat of legal action, so the full facts never will 
be known. But, of cases begun in previous years, 
some as long ago as 1948, 33 were completed 
during the year 1956 and something can be said 
about them. 


There were two cases because doctors at 
operation had left foreign bodies in patients; 
one was a sponge and probably nothing more 
will happen than the threat of legal action, and 
the other was a piece of vaginal packing for 
which a settlement of $850 had to be made. A 
third case was somewhat different. Three days 
after the repair of an umbilical hernia there was 
some fever which, in two days, reached 102° F. 
with signs of inflammation in the operative area. 
This was treated without complete subsidence 
and 10 days after operation a piece of Penrose 
drain was inserted in the middle of the wound. 
Two days after its insertion it came out and was 
reinserted by the doctor, and he did not place 
a pin in the end of the drain. The next night a 
nurse changed the dressing and reported that 
she had not seen any sign of the drain and it 
was assumed the drain had disappeared with the 
dressing. Two months later, because the wound 
was still discharging, it was explored under 
general anesthetic and the missing Penrose 
tube found. The patient made no unreasonable 
demands and a settlement was made, the hos- 
pital and the doctor sharing equally in the 
expense. 

Doctors may as well accept the fact that at 
present the courts decide that foreign bodies 
left in patients are evidence of malpractice or 
negligence, and the opinion seems to be wholly 
uninfluenced by the circumstances of the case. 
Like it or not, fair or unfair, and it sometimes 
seems unfair, courts impose penalties if foreign 
bodies are left. 
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Two doctors were named defendants along 
with hospitals, one because of a burn from a 
hot water bottle while a patient was unconscious 
and the other because of a transfusion reaction; 
the first was settled by the hospital for an un- 
known amount and the hospital settled the 
second for $4400. There was no real reason why 
these doctors should have been included as de- 
fendants except for the plaintiffs’ need to be 
sure that no one possibly connected with the 
accidents was overlooked. 

Two dociors had to defend themselves against 
charges of carelessness because elderly, ill pa- 
tients under their care in hospitals fell and 
fractured their hips. In one case defence was 
successful; in the other judgment was given for 
the plaintiff and damages were set at $3000. In 
the one case the burden of the complaint was 
that the doctor had failed to instruct the hospital — 
to provide a confused patient sufficient protec- 
tion against a fall; the court decided he had 
done all he could. In the other, after a fall, the 
doctor failed to diagnose the fractured hip and 
the court held that he could have and should 
have. 

The worst cases of all were those where wrong 
parts of the body were operated upon. One 
doctor amputated a wrong finger, another did a 
subastragaloid arthrodesis on the wrong foot. 
Aside altogether from the costs, $3000 and 
$11,000 respectively, these are tragic mistakes, 
tragic in that after everything has been said that 
can be said in extenuation of the doctors the 
fact remains that such errors should not occur 
and cannot be excused. Doctors should see pa- 
tients before operation to identify them and they 
should check and recheck to be sure that surgery 
is being done on the correct part. 

Two suits were brought against doctors be- 
cause patients claimed improper certification of 
mental illness. In one case two doctors signed 
certificates, each stating that he had seen and 
examined the patient on a date named in the 
certificate and that as a result of the examina- 
tion he had concluded the patient was mentally 
ill; as a matter of fact, neither doctor had seen 
the patient for some weeks or months, let alone 
on the date each put on the certificate. The case 
against the doctors was dismissed—there was no 
doubt the patient was mentally deranged—but, 
to have it dismissed, the doctors had to admit 
that the certificates they filled were invalid, a 
most humiliating and unfortunate admission to 
have to make. In the other case the outcome 
was happier because the doctor's work was 
honestly and competently done. A _ patient, 
known to the doctor, had been apprehended by 
the police and taken to a city hospital because 
she had been “conducting herself in a manner 
which in a normal person would be disorderly”. 
The doctor examined the patient; decided she 
needed treatment in a mental institution and 
completed the papers. At trial it was decided the 
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doctor had been correct in his judgment that the 
patient needed care in a mental institution and 
it was found that he had fulfilled properly all 
the legal requirements of certification. The costs 
of defence, $1844.19, could not be recovered, 
but the doctor, by his good work and his willing- 
ness to defend himself, was able to clear his 
own name. 

Broken needles were responsible for two 
threats which went no further than threats; 
one was an intramuscular needle broken during 
injection and the other the remains of a suture 
needle apparently left some years previously 
and discovered by x-ray. 

There was one case of particular interest. A 
doctor in a district remote from a large surgical 
centre had to treat a patient both of whose legs 
had been broken. When the casts were removed 
it was apparent that the result in one leg was 
bad. The patient was referred to a large surgical 
centre where it was decided further work must 
be done on both legs. It was established that 
the patient was referred by the doctor; he did 
not seek further medica] attention himself. 
Nevertheless he sued the doctor on the ground 
that the first result should have been better. The 
court found for the doctor because, while he was 
not and did not claim to be a surgical specialist, 
his work was competent and because as soon as 
he knew the result was imperfect he sent the 
patient where more skilled care could be given. 
The case does emphasize one thing of im- 
portance, that when a doctor recognizes some- 
thing to be beyond his ability or beyond the 
facilities of his district he should take early 
action to ensure that the patient gets the quality 
of care and the type of facility necessary. 

One doctor had a worrisome time, an un- 
pleasant and a wearing trial, because an infant 
after vaccination developed an unrelated serious 
infection during which, in its restlessness, it 
vaccinated itself in several other places, one of 
which was the face. The court decided that, 
while the whole episode was unfortunate and 
tragic, the doctor had not contributed to it and 
indeed had given skilled care. 

Another doctor was sued because a patient 
died after cholecystectomy. The patient had been 
known to have arteriosclerotic heart disease and, 
on the doctor’s advice some years before, had 
not had gall-stones removed. The frequency and 
severity of gall-bladder colic became such that 
the patient felt she could endure no more and, 
recognizing the risk, asked for operation. After 
her death the husband brought suit on the 
ground that the doctor should not have operated. 
The court found for the doctor. This doctor set 
a glowing example of a sense of professional 
responsibility; though the amount demanded to 
settle the case was steadily reduced until it was 
very small and though the doctor’s health made 
the trial particularly onerous for him, he 
accepted the Association’s opinion that to settle 
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the case would be harmful to the profession as 
a whole. By his resolute behaviour he vindicated 
himself and helped the profession. 

Not all of the 33 cases need be mentioned. 
Some of them can be described accurately by 
the term “nuisance”; some were pressed and 
could not be ignored. One doctor's patient, for 
example, during a minor treatment, fainted, fell 
forward and struck his head. The patient’s claim 
had to be settled for the modest sum of $47.10. 

Two doctors were put to a great deal of 
trouble preparing to defend themselves against 
an action started by the widow of a patient 
whose life they had made skilful efforts to save 


“‘and who died from a known but unpredictable 


hazard just when it looked as though the efforts 
had been successful. The surgeons excised the 
thrombosed terminal portion of the aorta and 
the upper parts of thrombosed common iliac 
arteries. The operation was successful but a 
thrombosis formed in the right common iliac 
anastomosis. An arterial bypass operation was 
done from the right common iliac artery down 
to the right common femoral artery. Again re- 
covery and function were good, the patient was 
out of bed and convalescent but on the fifth day 
died of a-heemorrhage from the upper end of the 
last anastomosis. The case never reached court 
because the widow discontinued the action, not 
soon enough to spare the doctors the worry and 
trouble of preparing for trial. 

One patient brought action against a doctor 
because of misdiagnosis. The patient was stricken 
suddenly with excruciating upper abdominal 
pain which suggested a perforated viscus. A 
consultant agreed with the probable diagnosis. 
At laparotomy an acute pancreatitis was found, 
appropriate medical measures were instituted 
and the patient made a prompt and uneventful 
recovery. He refused to pay his bill on the 
ground that the diagnosis had been wrong, that 
his life had been jeopardized by the operation 
and that the medical attention was unskilful. His 
action failed. 

The seriousness of the Association’s work for 
its members sometimes is leavened by humour 
and the humour sometimes is heightened by its 
unexpectedness as when, once in a while, a case 
moves in reverse. Most doctors who have trouble 
about sexual sterilization are threatened or sued 
because they so casually suggest and do the 
sterilizations. One doctor was threatened be- 
cause after his casual suggestions and after the 
operation at which they were supposed to have 
been carried out the patient became pregnant! 

One doctor had some unpleasantness because 
a patient of his, who had exhibited no signs or 
symptoms to suggest severe mental illness, one 
morning threw himself from a hospital window 
and was killed. The patient’s family issued a writ 
claiming damages because of “the failure of 
the defendant or any of them to take any precau- 
tions to protect the patient from harming himself 
having regard to his mental condition as was 
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observed and known or should have been 
known.” About a year later the doctor’s solicitor 
was approached by the solicitor for the plaintiff 
with a request to consent to dismissal of the 
action without costs. Such a request is always 
received with mixed feelings. There is a strong 
temptation to accede to the request because it 
is an easy and simple way of ending a threatened 
action against a doctor. There is nearly always 
the underlying, uneasy feeling that to take what 
seems the obvious course and get rid of the ac- 
tion is somehow subsidizing plaintiffs in the pre- 
liminary war-like gestures designed to see if a 
doctor will frighten easily and pay without fight- 
ing. However, in this case it seemed wiser to get 
the action dismissed and to pay the costs, which 
were very small. 

These cases, and a few others not reported, 
ended during the year 1956. They provide a 
cross-section of the work of the Association. 
Isolated and considered by themselves, they can 
give rise only to pessimism. Some doctors were 
careless; some patients were unreasonable and 
ungrateful, and some just could not understand 
the complexities of the care they received. The 
pessimism, however, should be tempered by a 
sense of proportion. 

More than half the doctors in Canada, 9000 
of the 16,000, belong to the Canadian Medical 
Protective Association, so it is reasonable to 
suppose that the Association learns of all the 
threatened legal actions against more than half 
the Canadian profession. In the year 1956, 103 
of the 9000 doctors were threatened—threatened 
only, most of them—with legal action. As an iso- 
lated thought it is almost terrifying that there 
were 103 doctors whose work was so poor that 
some one of their respective patients felt he 
must seek legal redress. Removed from its isola- 
tion though and put into context the impression 
it makes is quite different: In 1956 only 103 of 
9000 doctors, giving millions of treatments to 
patients, had even a threat of legal action against 
them. There can be nothing but wonder that the 
profession can practise the art of medicine so 
amazingly well. 


Addendum: 


Since the above article was written figures from 
the Canadian Sickness Survey, Volume of Health 
Care, No. 8, prepared jointly by the Dominion 
Bureau of Statistics and the Department of National 
Health and Welfare, became available. From them 
it becomes apparent that the estimate made at the 
beginning of the article of the number of people 
small. The Survey estimates that in the year 
seen in any one year by doctors in Canada is too 
1950-51, 5,850,000 persons received some care from 
physicians. 
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PUBLIC HEALTH 


OTTAWA NEWSLETTER 


(From the Department of National 
Health and Welfare) 


INFLUENZA 


Influenza in epidemic proportions has recently been 
reported from a number of countries of Eastern Europe, 
notably Poland. During April and May there have been 
reports of similar epidemics occurring in a wide arc 
throughout Asia and the Southwest Pacific. This arc 
extends from Japan and includes Formosa, China, Hong 
Kong, Malaya, Indonesia, the Phillipines, New Guinea 
and Australia with offshoots to India, including Bombay 
and New Delhi. 

The disease has been reported as mild with the 
acute stage lasting about three days, followed by three 
or four days of Gotan and weakness. The mortality 
rate has been reported as being low. The characteristic 
feature has been the high proportion of the population 
affected at one time, so much so that public services 
have frequently been interfered with. For instance, in 
Bombay telephone and postal services have been re- 
ported as suffering considerable crippling. 

It is interesting to note that the particular strain 
of influenza virus responsible has been isolated and is 
different antigenically from any previously known strain. 
Type A, to which this virus belongs, is the - type 
ordinarily responsible for the major epidemics of in- 
fluenza. It comprises many different strains, however, 
of which upwards of 30 have so far been identified. 
Due to the tendency to mutability characteristic of all 
strains of influenza virus, it is impossible to predict what 
ones should be included in any protective vaccine until 
the cause has been clearly identified. The new strain, 
which appears in any given epidemic, must therefore 
form the basis of a protective vaccine for that particular 
epidemic. Stocks of vaccine on hand made from previ- 
ously known strains would probably be _ ineffective 
against this particular outbreak. 

A great deal of interest in the possibility of preparing 
a specific vaccine has been aroused in England, Australia, 
the U.S.A. and in this country. The virus laboratories 
of the Department of National Health and Welfare 
have obtained cultures of the virus and are engaged 
in growing and studying its cultural characteristics. Sub- 
cultures have been provided to the Connaught Medical 
Research Laboratories and to the Institute of Micro- 
biology in Montreal, which are both engaged on similar 
studies with a view to the preparation of a vaccine from 
this new strain. 

The early production of an effective vaccine which 
might be in great demand is a primary objective. The 
possible necessity of having to allocate limited supplies 
in case of a widespread outbreak in this country would, 
of course, pose further problems requiring the close 
co-operation of all or most of the provinces. 

Prevention of the spread of this epidemic to Canada 
by ordinary quarantine measures seems futile. Every 
effort is, however, being made to identify and locate 
possible clinical cases of this type with a view to pre- 
dicting the extent and area of spread if possible. This 
is, of course, part of a continuing surveillance scheme 
operated jointly by the Laboratory of Hygiene and the 
Epidemiology Division of the Department of National 
Health in co-operation with provincial departments of 
health and in collaboration with a general surveillance 
of epidemic influenza conducted on a world-wide basis 
under the auspices of the World Health Organization. 


= * = 


The Canada Gazette for May 22, 1957, published the 
fact that tolbutamide, a sulfonylurea drug used for the 
oral treatment of certain forms of diabetes, has been 
placed on Schedule F of the Food and Drugs Act. 
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This change was made effective in the Order-in- 


Council, P.C. 1957-653, dated May 9, 1957. Provision is 
also made to include the salts and derivatives of this 
drug in the Schedule. 





LETTERS TO THE EDITOR 


VENOUS LEG ULCERS 


To the Editor: 


May I reply to the letters of Dr. Shute (Canad. M. 
A. J., 75: 692, 1956) and Drs. Macdonald and Uhma 
(Ibid., 76: 63, 1957) concerning my article, “Appraisal 
of Causes and Treatment of Venous Ulcers of the Leg” 
(Ibid., 75: 429, 1956). 

They must forgive my omission of their contributions 
on the subject. In a short paper one must omit man 
interesting ideas. Even the recently published super 
text, “The Pathology and Surgery of the Veins of the 
Lower Limb”, by Dodd and Crockett (447 pages), 
omits their particular contributions, as well as many 
others. 

Dr. Shute’s many papers on alpha tocopherol have not 
been; overlooked. I have seen a number of patients who 
were suffering from venous ulceration, eczema or derma- 
titis and who were taking alpha tocopherol. None have 
been improved without bed rest or some form of leg 
bandaging or operation. In patients who have never 
taken alpha tocopherol a short period of bed rest with 
leg elevation frequently converts an indurated, brawny, 
eczematous, ulcerating leg into a healing leg with soft 
pliable tissues. Properly applied bandages or boots will 
often do the same. It is possible that the patients I have 
seen, who were taking alpha tocopherol unsuccessfully, 
were not taking the right dose or the right kind of 
alpha tocopherol; and, of course, I would see only the 
patients aheudied by the drug. 

The pathology and physiology outlined in Dr. Shute’s 
letter is not that usually accepted, and I refer him to 
Dodd and Cockett’s excellent text. The veins of the 
lower limbs are not just superficial and deep; there are 
also muscular, subfascial and epifascial veins as well as 
the collateral, communicating and perforating veins. 
During adequate operations on large varicosities, and 
during modified Kondoléon procedures, one constantly 
confirms the presence of these “intermediate” venous 
networks. Long-term follow-up studies on varicose vein 
or venous ulcer patients support the usually accepted 
physiological and pathological changes. There is no 
evidence that injections or operations, properly done, 
bring anything but relief to these patients and there is 
no evidence that such treatment ever produces more 
veins. 

Drs. Macdonald and Uhma describe a very neat 
method of ligating varicose veins. In my opinion it is 
suitable only for entirely superficial varicosities. Peep- 
hole incisions have a small place in varicose vein surgery. 
I continually see patients with large new or recurrent 
varicosities running heneath or around such _ small 
incisions within a few weeks of operation. At re- 
operation, with large incisions, the cause of these early 
failures is found to be missed main, collateral, com- 
municating or perforating veins. It is surprising how 
often important large veins are missed by surgeons who 
use adequate incisions, and especially by those who 
place entire reliance on vein stripping through small 
incisions. There are many usual and unusual variations 
of the long and short saphenous veins that are readily 
overlooked and even the main vessels may be untied, 
a large branch having been mistakenly tied instead of 
the main trunk. Fessiels incisions will not adequately 
expose the many variations that varicosities present in 
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the lower limb, and will certainly not suffice for safe 
or efficient ligation of the long or short saphenous veins. 
Dodd and Crockett portray many of these variations, and 
outline modern operative treatment excellently. 

802 Medical Arts Bldg., H. F. Rosertson, M.B. 
Toronto, Ont., 

June 1, 1957. 





EXCESSIVE MEDICAL SERVICES 
AND CONTROLS 


To the Editor: 


** This is in reference to a letter by W. Harding leRiche 
appearing in your issue of May 15. 

One might imply from this an urge to dictate to the 
family doctor as to how much treatment is excessive. 

Fundamentally there is no difference between appen- 
dicitis, diabetes, heart disease, mental illness or cancer. 
Statistically they occur in a similar fixed ratio. Prevent 
one and we prevent all. Each shows allergic behaviour 
in its quick emergence from an apparent norm. Suscep- 
tibility is a prerequisite in each. The mechanics of 
disease follows an orderly pattern arising out of cause, 
and somewhere between the cause and the effect pre- 
ventive measures can be successful. 

I cannot feel justified in concluding that, because I 
find no clinical evidence of disease in a complaining 
patient, he or she is not sick, nor can I subscribe to any 
a interpretation of any complaint. A healthy body 
will not harbour a sick mind, and will cope with any 
stress. 

My objective is hopefully preventive by treating my 
patients in the “complaint” stage, recognizing each com- 
plaint of each patient at each office visit as an oppor- 
tunity. 

Surely there can be no objection to this approach to 
disease even though it may seem excessive. If it pre- 
vents, it is worth while. 

OswaLp W. ANDERSON, M.D. 
Bancroft, Ont., 
June 8, 1957. 





TRANSPORTATION OF 
BACK INJURIES 


To the Editor: 

In reference to Dr. John Young’s query and Dr. 
R. A. Mustard’s answer in the Canadian Medical Asso- 
ciation Journal, 76: 991, 1957 (June 1), I wish to 
bring to their notice the following quotation in the 
Canad. M. A. J., May 15, 1957, page 863: “Patients 
with broken necks should always be handled in traction 
and should travel prone, with face down so that 
oral secretions run out.” 

MicuHaEL Murpny, M.D., B.Cu. 
Mercy Hospital, 
144 State Street, 
Portland 3, Maine, 
June 20, 1957. 





CHANGE OF ADDRESS 


Subscribers should notify the Canadian Medical 
Association of their change of address two months 
before the date on which it becomes effective, in order 
that they may receive the Journal without interruption. 
The coupon on page 51 is for your convenience. 
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ABSTRACTS from current literature 


MEDICINE 


Status Bronchospasticus of Non-Allergic Origin. 
A. L. Bayar: Dis. Chest, 31: 482, 1957. 


This condition is characterized by sustained or periodic- 
ally recurring tonic contraction of the peribronchial and 
peribronchiolar muscles not related to any allergic factor. 
It is far more common than is anne realized, and 
occurs from infancy to old age. 

There are great variations in the development and 
course of this syndrome. Its onset may begin with irrele- 
vant symptoms easily disregarded by the patient. In 
others, sudden, severe symptoms may be _ disturbing, 
even alarming. Bronchospasm may be diffuse and 
bilateral or it may be lobar, segmental or regional in 
extent. 

Pulmonary disease, acute or chronic, may be associated 
with this type of bronchoconstriction. In addition to 
mechanical irritation of vagal nerve endings by mucosal 
swelling, catabolic products of inflammation, including 
histamine and lactic acid, liberated from destroyed leuko- 
cytes, may cause it. Bronchospasm may be localized, 
regardless of its origin from a great variety of paren- 
chymal, interstitial or bronchial forms of lung disease, in 
the region of involvement or it may be in distant parts 
of the same lung or on the opposite side. 

Dyspnoea a cough are often overlooked as mani- 
festations of bronchospasm in heart disease. Broncho- 
spasm resulting from pulmonary stagnation is a major 
factor in the syndrome known as cardiac asthma. The 
type of dyspnoea seen in the latter is similar to that ob- 
served in lacackial asthma. 

Bronchospasm begets bronchospasm. Prolonged periods 
of recurrent bronchospasm result in hypertrophy of peri- 
bronchial smooth muscles. 

One or more of the following symptoms are observed 
in bronchospasm: wheezing, dyspnoea, cough and chest 
pain. Symptoms may be slight, annoying, even distress- 
ing. They may be aggravated by physical exertion, pre- 
menstrual tension and other endogenous influences. 
Wheezing and dyspnoea may be nocturnal. 

The cardinal aim of treatment is to restore normal tone 
to the peribronchial and peribronchiolar smooth muscles. 
Of the bronchospasmolytic drugs isopropyl epinephrine 
has been found of great value. Ephedrine and several 
ephedrine-like chemicals are suitable for inducing satis- 
factory relaxation of spastic bronchi. Theophylline with 
ethylenediamine is a remarkably efficacious bronchospas- 
molytic drug. Results with a number of anticholinergic 
reparations (parasympathetic blocking agents) have 
se highly satisfactory, e.g. ethylmethylammonium 
bromide (anthrenyl bromide). Atropine, scopolamine and 
similar drugs should be used with circumspection because 
of their possible untoward effects upon the bronchial mu- 
cosa. Patients under close observation may be given 
prednisone or prednisolone. Their bronchospasmolytic 
action is impressive. 

Competent care and treatment of co-existent cardio- 
pulmonary disease are important, and due attention 
should be paid to concurrent mental and emotional 
roblems of the patient which directly or indirectly may 
ave causal connection with bronchospasm. 

S. J. SHANE 


Carbon Dioxide Intoxication: The Clinical Syndrome, 
its Etiology and Management with Particular Refer- 
ence to the Use of Mechanical Respirators. 


ree SIEKER AND J. B. Hickam: Medicine, 35: 389, 
1956. ; 


It is now recognized that carbon dioxide intoxication can 
occur in persons with disorders that greatly reduce 
alveolar ventilation. The symptoms and findings in this 
condition may vary in character and severity, but severe 
respiratory acidosis can result in coma, respiratory de- 
pression, circulatory failure and death. The clinical syn- 
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drome of carbon dioxide intoxication, as reviewed in 
25 patients, is primarily a neurological and circulatory 
disorder. 

Headache, somnolence, intermittent mental confusion, 
weakness, lassitude and irritability may be the only mani- 
festations of carbon dioxide intoxication. With more 
severe carbon dioxide narcosis, as exemplified by most 
of the patients in this report, varying degrees of un- 
consciousness are present. Respiratory depression, hypo- 
reflexia, flaccid immobility, pupillary changes, tremors 
and convulsions frequently accompany the semi-coma- 
tose and comatose states. In general, no significant ab- 
normalities in mental state were noted if the arterial 
blood pCO, was less than 90 mm. Hg and pH was 
above 7.25. On the other hand, a semi-comatose or 
comatose state was always observed if the arterial blood 
pCO, was above 130 mm. Hg and the pH was below 
7.14. During recovery from prolonged carbon dioxide 
narcosis, coma persisted even after the carbon dioxide 
tension in the arterial blood had been lowered to levels 
not ordinarily associated with alterations of consciousness. 

Circulatory changes observed with carbon dioxide in- 
toxication are a warm flushed skin, sweating, tachy- 
cardia and alterations in blood pressure. In our experi- 
ence, severe hypotension was frequently associated with 
carbon dioxide narcosis. 

In this study, carbon dioxide intoxication was usually 
observed in patients with chronic lung disease. Marked 
impairment of alveolar ventilation was usually precipi- 
tated by one of the following more acute processes: (1) 
mechanical impairment of ventilation with pulmonary or 
bronchial infection, asthma, lung collapse or chest 
surgery; (2) hypoventilation associated with heart fail- 
ure; (3) depression of respiration with drugs; and (4) 
elimination of hypoxia as a stimulus to breathing by the 
use of high concentrations of oxygen. In addition, in- 
creased susceptibility to a given level of hypercapnia and 
acidosis apparently accounted for some episodes of carbon 
dioxide narcosis..Examples of this syndrome have also 
been noted in patients without chronic lung disease, 
but with illnesses which embarrassed alveolar ventilation. 

Although ideally carbon dioxide intoxication should be 
prevented, attempts to do this are not always successful, 
or the patient is seen after carbon dioxide narcosis is 
severe. Twenty-three of the 25 patients composing this 
study were comatose on one or more occasions. Therapy 
in the first 18 patients seen consisted of bronchodilator 
drugs, bronchoscopic drainage, expectorants, antibiotics 
and nasal oxygen. Steroids and therapy for heart failure 
were used in several of those patients. In the last 12 pa- 
tients more intensive use was made of these measures, 
which operate primarily by correcting the acute process 
which precipitated the carbon dioxide narcosis. Unfortun- 
ately the comatose patients with respiratory depression 
and shock may die before the measures can be effective. 
It has been demonstrated in this group of patients that 
mechanical respirators can effectively lower the arterial 
blood carbon dioxide tension. It is believed that the 
mechanical aids to breathing were life-saving by allow- 
ing time for the specific measures to correct the factors 
which cuocigihated he severe carbon dioxide retention. 

S. J. SHANE 


Brucellosis: Report of an Unusual Case. 


P. J. Osmunpson et al.: Prof. Staff Meet. Mayo Clin., 
82: 46, 1957. 


Acute brucellosis may occur in either a bacterzemic or a 
non-bacteremic form. In the latter type, the patient is 
acutely ill but blood cultures are negative; however, the 
titre of brucellar agglutinins is high. While untreated 
acute brucellosis has a tendency to remission and re- 
lapses, the deviations in temperature become less pro- 
nounced with time and the fever gradually subsides. In 
chronic localized brucellosis, lesions occur in such tissue 
as bones, lymph nodes and lung, from which brucella 
organisms may be grown. Chronic localized brucellosis 
usually is associated with little or no-fever and systemic 
reaction. 
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This communication reports a case of brucellosis in 
which symptoms existed tor some years prior to isola- 
tion of the organism from various tissues. Other reports 
of this type are present in the literature. In the present 
case, the organism was isolated from the spleen 14 years 
after the initial diagnosis of brucellosis, during which 
time the patient had experienced fever, weakness, sweat- 
ing, loss of weight and myalgia nearly every summer. 

The spleen is palpable in 30 to 50% of patients who 
have acute brucellosis. The distress associated with 
splenomegaly constituted this patient’s chief reason for 
seeking treatment. The degree of splenic enlargement 
varies considerably, the average splenic weight in brucel- 
losis being about 500 g. The largest spleen reported in 
brucellosis weighed 2700 g. The spleen of this patient 
weighed 2000 g. Its pathological appearance was con- 
sistent with the usual findings, the caseous and calcified 
granulomas being indicative of the chronicity of the 
disease. 

Granulomatous lesions are common in the liver of 
patients who have active brucellosis. Hepatomegaly, 
altered hepatic function and, rarely, jaundice have caae 
described in other cases of brucellosis. 

Laparotomy was done in this case because of the 
abdominal pain and pronounced splenomegaly that 
failed to regress after two weeks of antibiotic therapy 
and because of inability to exclude such conditions as 
obstruction of the satel vein and malignant lymphoma. 
Because of the great splenomegaly, the progressive reduc- 
tion in platelets and the need for histological studies, 
splenectomy was performed. These findings are attribu- 
table to hypersplenism. 

In the treatment of acute brucellosis, it is the custom 
to give 750 mg. of a tetracycline drug (chlortetracycline, 
oxytetracycline or tetracycline) by mouth every 6 hours 
and 1 g. of streptomycin or dihydrostreptomycin, or 
equal parts of each, by the intramuscular route every 
12 hours for 2 weeks. Patients with chronic localized 
brucellosis are treated for 4 weeks, using a similar regi- 
men except that the amount of streptomycin is reduced 
to 0.5 g. twice daily. 

This case demonstrates the value of culturing granu- 
lomatous lesions removed surgically. The histological 
lesions of brucellosis are not pathognomonic and a diag- 
nosis rarely can made from study of sections. The 
finding of granulomatous lesions in patients suspected of 
having brucellosis, however, strongly suggests the possi- 
bility of this disease. In such instances, culture of the 
tissues for brucella may_provide a definite diagnosis. 

The duration of the disease (14 years) in this patient 
is unusual in this day, when the diagnosis of brucellosis 
is suspected more often than it is confirmed and when 
antibiotic therapy, while perhaps not specific, is on the 
whole highly efficacious. S. J. SHANE 


SURGERY 


Surgical Treatment of Cardiospasm. 
B. V. Perrovsky: Khirurgiya, No. 2, p. 3, 1957. 


The author obtained good results by the method of 
cesophagofundoanastomosis in cases of idiopathic dilata- 
tion of the cesophagus. The results were less successful 
in cases of minor distension. It is the author’s opinion 
that the method should be applied only in cases of 
extreme distension of the lower cesophagus; it is also 
contraindicated in high gastric acidity. 

Taking into account the various drawbacks of the 
method of Heller (e.g. damage to the mucous membrane 
and resulting tears, formation of diverticuli, scar forma- 
tion and recurrence of cardiospasm), the author 
describes a modified method which was worked out at 
his clinic after an extensive experimental study. 

The operation is performed under intratracheal or 
local anzsthesia. The incision is made in the left 7th 
intercostal space. The diaphragm is sectioned frorfi the 
cesophagus forward for 10-12 cm. Cardia and fundus of 
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the stomach are slightly lifted, and a vertical incision 
is made through the seromuscular layer of the sane 
It extends down to the cardia and the stomach and is 
8-10 cm. in length. The edges of the incision are spread 
apart and the intact mucosa is separated with the 
utmost care. A triangular flap, 10 cm. in length, is cut 
out of the lateral border of the diaphragm, with the base 
(5-6 cm.) towards the spinal column. The diaphragmatic 
vessels are carefully ligated. With the acute angle up- 
wards, the flap is placed in contact with the exposed 
mucosa and is sewn to the edges of the muscular layer 
of the cesophagus. The diaphragm is sutured and its 
edges are connected to the cesophagus to restore the 
status quo. 

The diaphragmatic “wedge” helps to widen the con- 
stricted area of the cardia and prevents recurrence of 


.spasm. Its edges heal with fine linear scars. 


The operation was performed on numerous experi- 
mental animals and on 10 human patients with good 
results. Because it is simple, it is accessible to any 
qualified surgeon. V. R. JABLoKow 


Surgical Treatment of Postoperative Hernias by Sub- 
aponeurotic Transplantation of the Cutaneous Scar. 


S. P. Sumovtsev: Khirurgiya, No. 2, p. 10, 1957. 


Large postoperative hernias significantly decrease the 
working capacity of the patient. There is also the possi- 
bility of an incarceration, especially when the hernias 
are localized laterally to the midline. 

At the Propaedeutic Surgical Clinic of the Kuibyshev 
Medical Institute a new method of surgical treatment 
of large postoperative hernias, located mostly on the 
linea alba, has been used since 1932. The operation is 
usually performed under local anzsthesia and in the 
author’s opinion is less traumatic than other methods. 
The operation is done in five stages. 

(1) A scar-skin flap of ellipsoid shape is cut out over 
the protrusion of the hernia. (2) The epidermis of the 
flap is carefully electrocoagulated under stretching. (3) 
The aponeurosis is separated from the subcutaneous fat 
tissue and superficial fascias for 2-3 cm. around the 
defect. Under the flap the fatty tissue remains intact so 
that the flap rests on it as on a pedicle. (4) The skin 
flap is submerged under the aponeurosis whose edges are 
sewn together with interrupted sutures. A drain is left 
on the surface of the flap for 2-3 days. (5) With a 
figure-of-eight suture the two layers of the abdominal 
wall are sutured simultaneously. 

When the defect in the aponeurosis is extremely large, 
the scar-skin flap can be sutured to the edges of the 
defect. To prevent dormant infection penicillin is used 
pre- and post-operatively. After operation the patients 
are kept in bed for two weeks. 

Eighty-two patients are reported to have undergone 
the operation with very good immediate and remote 
results. The patients were followed up for 12 years. 
There were no deaths and only one -recurrence of the 
hernia was noted. V. R. JABLoKOwW 


Coronary Artery Disease—Physiologic Concepts. 
C. S. Becx: Ann. Surg., 145: 539, 1957. 


Out of 23 years and 5000 experimental operations to test 
ideas on the treatment of coronary occlusion have come 
some theories of the nature of death, and some opera- 
tions to alleviate the dangers and symptoms of the 
disease. Various studies showed that the development of 
intercoronary channels could be achieved and that the 
cessation of heart beat was often due to oxygen 
differentials and changes in electrical potentials between 
areas of myocardium causing ventricular fibrillation. 
Only a third of autopsies on people dead from coronary 
disease show myocardial infarcts. Uniformity of oxygena- 
tion of heart muscle is the condition to be sought after. 

The authors operation to produce’ intercoronary 
arterial anastomoses is as follows: (1) Abrasion of the 
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inner aspect of the parietal pericardium and of the 
surface of the heart. (2) Narrowing of the coronary 
sinus. (3) Application of powdered asbestos. (4) Ap- 
plication of pericardial fat to the heart. 

This operation has been done on members of coronary 
families, in coronary insufficiency and, after a waiting 
period of six ssantiiin following one or more infarcts. 
It is not done in cardiac failure, marked cardiac en- 
largement, recent progression of symptoms or when, 
under anesthesia, the blood pressure is below 90 
mm. Hg. 

In many cases, angina has disappeared. In 77 con- 
secutive operations there was no mortality. 

Burns PLEWES 





OBITUARIES 


DR. J. LEONARD DUFFY, a specialist in internal 
medicine and chief of the department of medicine at 
St. Joseph’s Hospital, London, Ont., died on June 18. 
He was born in Cornwall, Ont., and graduated from 
McGill University in 1920. Dr. Duffy practised in 
London until 1942 when he went on active service. 
He had been commissioned in the Royal Canadian Army 
Medical Corps in 1928 and served with the 15th Field 
Ambulance (Reserve) until 1942. During the war he 
reached the rank of lieutenant-colonel as senior medical 
officer at London Military Hospital and later as officer 
in charge of the Canadian hospital ship Letitia. Shortly 
after the war Dr. Duffy returned to private practice 
in London. In 1947 he became a Fellow of the 
American College of Physicians in internal medicine. 
He was assistant professor of medicine at the University 
of Western Ontario. 

He is survived by his widow, a daughter and a son. 


DR. ABRAHAM HOLLENBERG, aged 57, died sud- 
denly in Winnipeg on June 16. Born in Austria, he was 
educated in Winnipeg schools and the University of 
Manitoba (B.A. 1920, M.D., B.Sc. 1924). In 1926 he 
was appointed demonstrator in medicine and rose to 
be associate professor in 1951. Twice he was honorary 
president of the Manitoba Medical Association. 

He was a member of the Board of Trustees and of 
the Executive Committee of Manitoba Medical Service. 
From 1943 to 1948 he served as Winnipeg member-at- 
large of the Manitoba division of the Canadian Medical 
Association. He was vice-president of the Shaarey Zedek 
Synagogue congregation. 

He is survived by his widow; a daughter, Dr. Barbara 
Kaufman, Cleveland, O.; two sons, Dr. Charles H. and 
Martin; four brothers, Drs. Michael, Joseph, Charles and 
Jacob; two sisters and one grandchild. 


DR. J. FERNAND LEDUC, a Montreal physician, died 
at his home there on May 28. He graduated from Laval 
University in 1911. 

Dr. Leduc is survived by his widow, four sons and a 
daughter. 


DR. WILLIAM BERNARD MacDERMOT, 73, civilian 
medical officer at Rockcliffe Military Hospital, Ottawa, 
died on June 6. He was born in Comber, Ont., and 
graduated in medicine from the University of Toronto 
in 1911. After serving in England and Europe during 
the first world war, Dr. MacDermot returned to Canada 
and entered private practice. In 1927 he joined the 
Department a Pensions and National Health Immigra- 
tion Medical Services. From 1930 until 1949 he was 
chief medical adviser to the Canadian Pensions Com- 
mission. 

Dr. MacDermot is survived by his widow. - 
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FORTHCOMING MEETINGS 


CANADA 


CANADIAN SOCIETY FOR THE Stupy OF Fertitiry, Annual 
Meeting, London, Ontario. (Dr. Morris P. Wearing, 
Secretary Treasurer, 289 Dufferin Ave., London, Ont.) 
November 8-9, 1957. 


UNITED STATES 


INTERNATIONAL COLLEGE OF SURGEONS, 22nd Annual 
Congress and Convocation of the United States and 
Canadian Sections, Chicago, Ill. (Dr. Karl A. Meyer, 
Secretary, 1516 Lake Shore Drive, Chicago 10, IIl.) 
September 8-12, 1957. 


INTERNATIONAL Society oF ANGIOLOGY, 3rd_ Inter- 
national Congress, Atlantic i New Jersey. (Dr. Henry 
Haimovici, Secretary General, 105 East 90th Street, 
New York 28, N.Y.) October 10-13, 1957. 


TuHirD INTERNATIONAL CONGRESS OF THE INTERNATIONAL 
Society or ANcioLocy, Atlantic City, New Jersey. (Dr. 
Henry Haimovici, Secretary-General, 105 E. 90th St., 
New York 28, N.Y.) October 18-21, 1957. 


FourtH PAN AMERICAN PHARMACEUTICAL AND BiIo- 
CHEMICAL ConcrREss, Washington, D.C. (Dr. George 
B. Griffinhagen, Executive Secretary of the Congress, 
Smithsonian Institution, Washington 25, D.C.) Novem- 
ber 3-9, 1957. 


OTHER COUNTRIES 


lltH INTERNATIONAL CONGRESS OF DERMATOLOGY, 
Stockholm, Sweden. (Dr. C. H. Flodén, Secretary- 
General, Dermatologiska Kliniken, Karolinska Sjukhuset, 
Stockholm 60.) July 3l-August 6, 1957. 


Wor.p FEDERATION FOR MENTAL HEALTH, 10th Annual 
Meeting, Copenhagen, Denmark. (Secretary General, 
World Federation for Mental Health, 19 Manchester 
Street, London, W.1, England.) August 11-17, 1957. 


SECOND WorLD CONGRESS OF PsycHIATRY, Zurich,.Swit- 
zerland, (Professor Dr. Med. Jakob Ulyrsch, Lenggstrasse 
28, Zurich 8, Switzerland.) September 1-7, 1957. 


BritisH AssOCIATION FOR THE ADVANCEMENT OF SCIENCE, 
119th Annual Meeting, Dublin, Eire. (The Secretary, 
British. Association, Burlington House, London, W.1, 
England.) September 4-11, 1957. 


Turrp CONGRESS OF THE INTERNATIONAL UNION OF THE 
MepicaL Press, London, England. (Dr. H. A. Clegg, 
British Medical Association, Tavistock House, London, 
W.C.1.) September 13-14, 1957. 


SECOND EuROPEAN CONGRESS OF AVIATION MEDICINE. 
Stockholm, Sweden. (Dr. Olle Héék, Secretary General 
of Congress, Flygvapnet, Stockholm 80, Sweden.) Sep- 
tember 16-18, 1957. 


Worxtp MeEpicaL AssocrATION, 11th General Assembly, 
Istanbul, Turkey. (World Medical Association, 10 Col- 
umbus Circle, New York 19, N.Y.) September 29-October 
5, 1957. 


FourtH INTER-AMERICAN CONGRESS ON BRUCELLOSIS, 
and Meeting of WHO/FAO Joint Expert Committee on 
Brucellosis, Lima, Peru. (Congress—Dr. Alice C. Evans, 
1661 Crescent Place, N.W., Washington 9, D.C.; Com- 
mittee—WHO, Palais des Nations, Geneva, Switzerland. ) 
September 30-October 8, 1957. 


Symposium ON THE Pusiic HEALTH ASPECTS OF 
Curonic Diseases, World Health Organization, Amster- 
dam, Netherlands. (WHO Regional Office for Europe, 
Palais des Nations, Geneva, Switzerland.) September 30- 
October 8, 1957. 


CONFERENCE ON CONGENITAL Heart Disease, Ciba 
Foundation and Institute of Cardiology, London, 
England. (Dr. G. E. W. Wolstenholme, Director, Ciba 
Foundation, 41 Portland Place, London W.1, England.) 
October 3, 1957. 
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PROVINCIAL NEWS 


SASKATCHEWAN 


Cancer education films will be shown this summer at 
resorts, provincial parks, and outdoor gatherings through- 
out Saskatchewan, 

A recommendation to this effect was approved at 
the meeting of the Education Committee of the Sas- 
katchewan Division of the Canadian Cancer Society, 
held recently in Regina, to discuss ways and means of 
improving the present program, and to make it more 
— by broadening the scope of the educational 
work. 


It was pointed out that use was now being made of 
films, the press, radio, and television, through which 
many persons were reached. It was mentioned also that 
attractive displays had been planned by the Society 
for some affairs. A new booklet should be available for 
high school students next fall, when 1957 essay com- 
petition plans would be announced. 


The Board of Governors of Saskatoon City Hospital 
recently decided to ask the City Council’s approval 
to spend $28,000 on alterations to part of the hospital’s 
old east wing that connects with the new centre build- 
ing. 


Sir James Paterson Ross, Professor of Surgery in the 
University of London, England, and at St. Bartholomew’s 
Hospital, visited the University Hospital in Saskatoon, 
on June l. 


Ronald David Ledray received the degree of Doctor 
of Medicine with distinction and the Lindsay Gold 
Medal for the most distinguished graduate in medicine 
at the 46th annual Convocation of the University of 
Saskatchewan in Saskatoon, May 10. This occasion 
marked the graduation of the first class of medical 
students to receive the degree of Doctor of Medicine 
in the University’s history. 


Dr. A. T. James, National Institute for Medical Re- 
search, London, England, who is well known for his 
work in the field of chromatography and who _ has 
recently been at the Rockefeller Institute for Medical 
Research, visited Saskatoon during June. While here, 
he spoke at the University on “Application of gas liquid 
chromatography to some problems in fat metabolism, 
with a special reference to coronary artery disease and 
infantile hypercalcemia.” 


Dr. Lionel Cosin, of the Geriatric Unit, Cowley Road 
Hospital, Oxford, England, spoke in Regina during 
June on the treatment and rehabilitation of the elderly 
following illness and accident. G. W. Pracock 


ONTARIO 


Dr. W. Harding leRiche, formerly Research Medical 
Officer, Physicians’ Services Inc., Toronto, has been 
appointed Research Associate in the Department of 
Public Health, School of Hygiene, University of Toronto. 
Dr. leRiche holds the degrees of B.Sc., M.B., B.Ch., 
M.D., M.P.H., and he was formerly Consultant in Epi- 
demiology, Department of National Health and Wel- 
fare, Ottawa. He is a graduate of the ney of 
Witwatersrand, Johannesburg, South Africa, and of 
the Harvard School of Public Health. In South Africa 
he carried out a number of nutrition and health surveys, 
and he was in charge of an experimental health centre 
in Cape Province, where he carried out a combined 
preventive health service and general practice. He also 
acted as nutrition officer and epidemiologist to the Union 








Canad. M. A. J. 
July 15, 1957, vol. 77 


Government in Pretoria. He is a Fellow of the Royal 
Statistical Society. His research work includes studies 
on growth and nutrition in children, infectious diseases 
and medical care plans. 







Dr. Lachlan W. Macpherson, formerly Officer in 
Charge of the virus section, Animal Diseases Research 
Institute, Dominion Department of Agriculture, Hull, 
PQ. has been appointed Associate Protessor of Micro- 
biology in the School of Hygiene, University of Toronto. 
Dr. Macpherson, a graduate of the University of Edin- 
burgh, holds the loon of Ph.D., M.R.C.V.S. and 
D.V.S.M. His experimental work includes studies on 
the hemagglutinating viruses and the mucosal disease 
complex. LILLIAN A, CHASE 


NOVA SCOTIA 


Dr. B. J. D’Eon, who has been practising medicine 
in Yarmouth for the past eight years, has received 
an appointment with the Department of National Health 
and Welfare, Overseas Service, and left Yarmouth 
for London, England, with his family on May 28. They 
sailed from Montreal May 31 on the S.S. Carinthia. 
Their first destination is London, where Dr. D’Eon will 
be stationed for the present. Incidentally, it will be 
home-coming for Mrs. D’Eon, the former Coral Golding, 
daughter of Mr. and Mrs. Charles Golding, London. 
Dr. and Mrs. D’Eon were guests of honour at a dinner 
attended by the Medical Staff of the Yarmouth Hospital 
and their wives, at the Seafood Restaurant on Friday, 
May 10. Dr. and Mrs. D’Eon were presented with a 
painting of a Yarmouth scene done by a Yarmouth artist. 
Dr. D’Eon’s present office and general practice were 
taken over on May 15 by Dr. Gerald Belliveau, Meteghan 
native, who has recently been practising in Mahone Bay. 

WALTER K. House 


CANADIAN ARMED 
SERVICES 


Brigadier K. A. Hunter, O.B.E., C.D., Co-ordinator 
of Medical Services; Surgeon Commodore E. H. Lee, 
C.D., Q.H.P., Medical Director General, R.C.N.; Briga- 
dier S. G. U. Shier, O.B.E., C.D., Q.H.P., Director 
General of Medical Services (Army); Air Commodore 
A. A. G. Corbet, E.D., C.D., Q.H.P., Director General 
of Medical Services (Air); and other selected medical 
officers of the Armed Forces, attended the annual meet- 
ing of the Canadian Medical Association held in Edmon- 
ton, June 17-21, 1957. 


Surgeon LCDR’s G. B. Page and J. E. Schinbein, who 
have been serving on the staff of R.C.N. Hospital, Es- 
quimalt, B.C., commenced postgraduate training July 
1, 1957. Surgeon LCDR Page will undergo training in 
otolaryngology at the Royal Victoria Hospital, Montreal, 
while Surgeon LCDR Schinbein has been appointed 
as resident in surgery at the Vancouver General Hospital. 


Major E. H. Anderson, D.S.O., 4 Canadian Field 
Ambulance, 2nd Canadian Infantry Brigade Group in 
West Germany, was killed in a motor vehicle accident 
near Soest, April 25, 1957. Prior to his recent posting 
overseas, Major Anderson was on the staff of Toronto 
Military Hospital and was associated with Dr. G. A. 
Lawson, Department of Physical Medicine and Rehabili- 
tation. Major Anderson had recently obtained his certi- 
fication in physical medicine with the Royal College of 
Physicians and Surgeons of Canada. He won the Distin- 
guished Service Order while serving with the Seaforth 
Highlanders in Italy during World War II. Major Ander- 
son was one of the most outstanding officers in the 
R.C.A.M.C and his death is deeply mourned by his 
many friends and associates. 
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BOOK REVIEWS 


THE EARLY DETECTION AND PREVENTION OF 
DISEASE. Edited by John P. Hubbard, University of 
Pennsylvania School of Medicine. 350 pp. McGraw- 
Hill Company of Canada Limited, Toronto, 1957. 
$7.88. 


This book is based on a five-day symposium on the 
early detection and prevention of disease. This sym- 
posium formed one of the regular postgraduate courses 
of the American College of Physicians and was directed 
by the Department of Public Health and Preventive 
Medicine of the University of Pennsylvania. There are 
some 28 contributions covering a wide range of sub- 
jects, of varying importance and uncertain relationship, 
et the ohiiea te 

apping has been kept to a relative minimum. 


There is no obvious category in which the book may 
be placed. Its organization is not compact enough to 
make it a textbook and it is not com hensive enough 
to have the status of an encyclopedia. To label it a 
collection of disquisitions or homilies is perhaps not un- 
just or derogatory, for the contributors in turn preach 
or proclaim the belief come to by induction, by experi- 
ence and, at times, by chance. Among such a variety of 
authors and subjects a fair standard of comparison can- 
not readily be set—too much depends on the taste or 
fancy of the reader. Although the clinical articles will 
probably be given the forefront of popularity because 
the application is more immediate, this does not mean 
that the non-clinical articles are in any way inferior in 
intrinsic merit. 

In an over-all appraisal this is a worth-while but 
not an indispensable book. Through the succinct descrip- 
tion it gives of several of the more common clinical 
conditions the general practitioner will find that he 
can put himself abreast of current knowledge with little 
effort in the way of reading. Disappointment or irrita- 
tion is more likely to come because of the omissions 
than because of the inclusions. However, it is the kind 
of book that may profitably be dipped into in random 
moments of leisure—long or sustained study is not 
demanded. 


DIAGNOSIS AND TREATMENT OF CARDIO- 
VASCULAR DISEASE. Vols. I and II. Edited by 
William D. Stroud; University of Pennsylvania Gradu- 
ate School of Medicine, and Morris W. Stroud III, 
Western Reserve University. 1702 pp. Illust. 5th ed. 
F. A. Davis Company, Philadelphia, Pa.; The Ryerson 
Press, Toronto, 1957. $38.50 a set. 


This is the fifth edition of a well-known two-volume 
work first published in 1941. It is now presented in loose 
leaf format with the promise that revisions and additions 
will be made available in order to keep it up to date, a 
valuable asset in such an expensive publication. How- 
ever, the difficulty of handling such heavy volumes is 
not eased by the loose-leaf binding and the pages will 
not stand careless handling. Unfortunately, in this edition 
no index has been provided in the first volume. 


As is usual in this type of presentation, where there 
are a large number of contributors (fifty-nine to be 
exact), the chapters are of uneven quality. Of particular 
value and interest are those by Beck and by Glover and 
Davila on cardiovascular surgery, on digitalis by M. 
W. Stroud, on arterial hypertension by Page and by 
Stieglitz, on cardiac trauma by Barber and on psycho- 
somatic aspects of cardiac disease by Weiss. The chapter 
on coronary disease is rather short considering the im- 
portance of the subject. Rheumatic heart disease as 
such receives less space than cardiovascular lues. The 
chapter on heart sounds has not been revised since the 
original edition in 1941. Important work on heart sounds 
and murmurs has been done since that time and might 
well have been incorporated. The chapter on bacterial 


as been so competently done that over-.-: 


Canad. M. A. J. 
July 15, 1957, vol. 77 


endocarditis is somewhat out-dated, the last reference 
being 1948. 


In ane, these two volumes contain a number of 
very good chapters but the coverage of the cardio- 
vascular field is not complete. It is not the editors’ in- 
tention that it should be encyclopedic, nor is it. Only 
to a limited extent can it serve as a reference work. 


PRINCIPLES OF UROLOGY. An Introductory Text- 
book to the Diseases of the Urogenital Tract. Meredith 
F, Campbell, New York University. 622 pp. LIllust. 
W. B. Saunders Company, Philadelphia and London, 
1957. $9.50. 


This book by an eminent urologist is well named, and 
presents in an orderly and thoughtful manner the 
essential basis of the urological specialty. It is designed 
as an instructive work for the student and as a practical 
guide to the physician in general practice, and in these 
aims it succeeds admirably. The contents start with a 
syllabus of common urological terms, followed by dis- 
cussion of the common urological symptoms and their 
meaning; the first hundred pages contain methods of 
examination and a review of the anatomy and physiology 
of the urogenital tract. There is after this about another 
hundred pages devoted to embryology and anomalies; 
this is worthwhile, because so many upsets in the genito- 
urinary system have their origin in Dvaikinass of the 
normal growth pattern. 

There is a very adequate section of the book devoted 
to pathogenesis of the more common urologic diseases 
wtih comments on their clinical aspects, diagnosis and 
treatment. Minor office procedures and treatments are 
outlined and illustrated, with worthwhile discussions on 
such subjects as male fertility and its investigation, and 
the aan of enuresis. In the last pages of the book 
there is a section on urology in the female, with a good 
deal of valuable information for the student and 
especially the general physician. 

The last twenty pages are devoted to lists of questions 
covering the material in the book, chapter by chapter. 
This makes an excellent review for the student, or an 
interesting and stimulating test to any physician. 

This is undoubtedly one of the best books of its kind 
to come out for a long time, with many excellent illustra- 
tions. Even for the urologist, it has a great deal of 
interest and many valuable pointers. 


BASIC FOUNDATIONS OF ISOTOPE TECHNIQUE 
FOR TECHNICIANS. Edited by Willard C. Smullen, 
St. Mary’s Hospital, Decatur, Ill. 163 pp. TIllust. 
Charles C Thomas, Springfield, Ill.; The Ryerson Press, 
Toronto, 1956, $5.25. 


This very handy-sized book on a subject pertinent to 
current laboratory education is one which can be most 


heartily recommended, not only for technicians but also 
for all physicians, whether they be associated with 
laboratories, hospitals, or universities. There is a most 
excellent review of the literature by the author, and 
sufficient references are given after each chapter to aid 
the student or doctor in further reading. There is ample 
information on all aspects of isotope usage in medicine 
to initiate the unlearned, to guide the practising tech- 
nician, and to serve as a reference for those more ad- 
vanced in this field. All aspects, beginning with the 
basic fundamentals, carrying through the clinical picture 
of the diseases to which the isotopes are applied, and 
concluding with diagnostic procedures using isotopes, 
are fully covered. The publication of this book and its 
contents are in fact so completely satisfactory and fill 
such a great need at this time that a detailed review 
is superfluous. One would not only appraise it at the 
highest level, but strongly recommend it as a text for 
technicians and a —_— for practising physicians, and 
— reading for anyone associated with diagnostic 
or clinical procedures. 
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PEDIATRIC DENTISTRY. M. Michael Cohen, Tufts 
University School of Medicine. 607 pp. Illust. The 
C. V. Mosby Co., St. Louis, Mo., 1957. $14.75. 


This is the first edition of a new textbook in pediatric 
dentistry. The book has as its main goal the broadening 
of the scope of the field of dentistry for children by 
including ‘beale medical, psychological and related 
knowledge. 

The sections dealing with the physical and psycho- 
logical growth and development of the child are well 
written and form the basis for the subsequent clinical 
sections. The chapter on development and growth of 
teeth and jaws has received inadequate treatment in 
that no reference is made to the recent studies using 
radioactive isotopes and the electron microscope. In- 
sufficient emphasis has been placed on the metabolism 
of hard tissues. This reviewer is of the opinion that this 
section of the book should draw on information beyond 
the morphological field. The chapter on dental caries 
should, at the risk of repetition, refer to studies at the 
University of Notre Dame on “bacteria-free” animals 
and the studies at Vipeholm. The chapters dealing with 
clinical aspects are well compiled. Not enough emphasis 
has been placed on the need for a thorough examination 
and diagnosis. 

The textbook has attained its objective in broadening 
the field of pzdiatric dentistry by synthesizing pertinent 
material from the basic sciences and by the emphasis on 
prophylactic orthodontics and dental treatment of physi- 
cally and mentally handicapped children. The treatment 
of these and related subjects makes the textbook more 
comprehensive than any other existing reference in the 
field of pzediatric dentistry. 


ANESTHESIA FOR SURGERY OF THE HEART. 
Kenneth K. Keown, Hahnemann Medical College 
and Hospital, Philadelphia, Pa. 109 pp. Illust. Charles 
C Thomas, Springfield, Ill.; The Ryerson Press, To- 
ronto, 1956. $4.25. 


This monograph is another in the American Lecture 
Series in anzsthesiology. The author, an early worker 
in cardiac anzsthesia, has written this book as a hand- 
book for those interested in this field of anzsthesia. 
The author stresses the need for a close patient-anzs- 
thetist relationship in order to allay the patient’s appre- 
eat and for the anesthetist to assess the patient 
etter. 

The sections on the selection of patients and on 
cardiac irregularities are covered in a very superficial 
manner. Each of the lesions for which surgery is now 
considered applicable is discussed briefly in a separate 
chapter, Catheterization data and diagrams of the specific 
defects are included, With different groups, different 
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techniques are employed. The author’s technique for 
dealing with the various conditions, and any resulting 
complications, is briefly dealt with. Stress is laid upon 
avoiding hypoxia, hypotension, heavy premedication and 
deep anzsthesia. 

The book is well produced. It has a good biblio- 
graphy but is without references in the text. It is sug- 
gested reading for those interested in cardiac anesthesia. 


MYCOPATHOLOGIA ET MYCOLOGIA APPLICATA 
(Myccpathology and Applied Mycology). 419 pp. 
Illust. Dr. W. Junk, Publishers, The Hague, Nether- 
lands, 1956. 


The current issue of this international journal on fungus 
diseases and applied mycology, in which contributions 
appear in French, German, Italian and English, con- 
tains a number of articles of interest in medicine. Suter 
of Memphis, Tennessee, discusses criteria for identifica- 
tion of Actinomyces bovis, and the German worker, 
Janke, discusses a new species of Peyronellza, patho- 
= to man and cultivated from granulomata found in 

e lungs of a 49-year-old woman. Benedek of Chicago 
discusses budding and mycelium formation in Coccidi- 
oides immitis. There are three articles on isolation of 
antibiotics from pathogenic fungi and a contribution from 
Dr. Scherr of Omaha on the combined therapeutic effect 
of cortisone, somatotrophic hormone and_hesperidin 
methyl chalcone in suppressing experimental moniliasis 
in mice. There is also a historical note on the great 
French dermatologist, Sabouraud. 


HANDBOOK ON POLIOMYELITIS. Joseph Trueta 
University of Oxford, A. B. Kinnier Wilson, Medical 
Research Council, Margaret Agerholm, Nuffield Ortho- 
pedic Centre, Oxford. 139 pp. Iliust. Charles C 
Thomas, Springfield, Ill.; The Ryerson Press, Toronto, 
1956. $4.50. 5 


This is an excellent little volume, and is decidedly worth 
the attention of either general practitioner or specialist 
who may be faced with the management of acute 
poliomyelitis. The early chapters include a historical 
review of the disease, and a description of its patholo 
and serology, including the Salk-type vaccine. The 
later chapters deal with the practical management of 
the acute case. Of particular interest is the section on 
the respiratory complications—a matter which is often 
terrifying both to the patient and his medical attendants. 
The aie have succeeded brilliantly in clarifying this 
problem and in providing the reader with a wealth of 
practical advice for its management. 


The quality of publication is good, and the illustra- 
tions are clear and correctly oriented with the text. 
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PSYCHIATRIC NURSING. Ruth V. Matheney, Nursing 
Science Program, Queens College of the City 
of New York, and Mary Topalis, Department of 
Nursing, Fairleigh Dickinson University, Rutherford, 
New Jersey. 255 pp. Illust. 2nd ed. The C. V. Mosby 
‘Co., St. Louis, Mo., 1957. $3.50. 


The great merit of this little introduction to psychiatric 
nursing is that it does come to grips with reality, and 
makes clear to the student nurse that our knowledge of 
mental illness is constantly changing and that many of 
the beliefs of today will probably be outmoded to- 
morrow. This common-sense and practical approach to 
psychiatry is evident throughout the book, which is 
commendably free from jargon and can be readily 
understood by the most junior nurse. 

The book begins with a short section on the role of 


the nurse in the mental health program and continues * 


with a discussion of the normal and pathological per- 
sonality. Later sections deal with the principles of 
psychiatric nursing and the nursing care of patients 
with various functional and organic and mental disturb- 
ances. The book will fulfil its purpose of giving help 
to “students in basic schools of nursing during the 
transition period that psychiatric nursing is now under- 
going”. 


CLINICAL LABORATORY METHODS. W. E. Bray, 
Martha Jefferson Hospital, Charlottesville, Virginia. 
731 pp. Illust. 5th ed. The C. V. Mosby Co., St. 
Louis, Mo., 1957. $9.75. 


This volume is exactly what it claims to be—a pocket 
book—although it contains 731 pages. Almost every field 
of laboratory medicine is covered, including water and 
milk analysis, allergy tests and poisons. Such an exten- 
sive handbook naturally contains a staggering amount 
of general information, but it is not difficult for the 
laboratory specialist to find errors, e.g. a method is 
given for blood chlorides which should never be used 
in routine pathological chemistry. 

This is a useful reference book for anyone requiring 
general information on the subject, but is not recom- 
mended for the expert. 


THE MERCK MANUAL of Diagnosis and Therapy. 
Edited by Charles E. Lyght and others. 1870 pp. 
Illust. 9th ed. Merck & Co. Inc., Rahway, N.J., U.S.A., 
1956. . 


The ninth edition of the Merck Manual which first 
appeared in 1899 has been thoroughly revised and 
brought up to date. The authors and consultants who 
assisted the editorial board are not named, but are said 
to include more than one hundred leading clinicians in 
the U.S.A., in Canada and abroad. As usual, they have 
secured a very high standard of information. The book, 
of less than 2000 pages, must contain more information 
on internal medicine, therapeutics and other specialties 
than any other work in the world. As a working tool for 
the general practitioner, it is unique. Among new fea- 
tures are practical and informative articles on adreno- 
cortical and related therapy, antibiotic therapy, radia- 
tion reactions and injuries and shock. The index is 
entirely satisfactory, and the standard of book produc- 
tion is remarkable. 


PICA. Marcia Cooper, Johns Hopkins University, Balti- 
more, Md. 114 pp. Illust. Charles C Thomas, Spring- 
field, Ill.; The Ryerson Press, Toronto, 1957. $4.00. 


This book contains a very complete discussion of the 
subject of pica dealing in great detail with the history 
of the condition from ancient times right up to the 
present, pica in domestic animals, studies of pica in 
children in modern times and a_ study by the 
author carried out on a group of 784 children in 
Baltimore. Of these, 172 or 22% had a history of pica. 
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A study was made of the relation of pica to intelligence, 
other behaviour problems, birth weight, physical defects 
and illnesses, age of weaning, nutrition, and family in- 
come, and the Tees is suggested that poor nutri- 
tion may be the underlying factor in pica. This book is 
well written, quite comprehensive and of considerable 
interest to the pediatrician and child psychologist. 


A TEXTBOOK OF THE NURSING AND DISEASES 
OF SICK CHILDREN FOR NURSES. Edited b 
Alan Moncrieff and A. P. Norman. 777 pp. Illust. 6th 
= H. K. Lewis & Co, Ltd., London, England, 1957. 

Os. 


This is a large standard textbook for pediatric nurses 
by a great many authors, most of them on the staff 
of the Hospital for Sick Children, Great Ormond Street, 
London. It is a very complete book covering ——s 
techniques in care of the normal and sick child, 
specimens and bacteriology; there are chapters on in- 
ammation, surgical technique, anzsthesia and pre- 
operative and postoperative nursing care. The various 
diseases of children are then covered from a medical 
point of view, with emphasis on nursing care of these 
conditions. This is a well-organized book with a good 
index and is excellent for reference by nurses and nurses 
in training. An appendix, which is also arranged for ready 
reference, contains notes on pharmacology and _ thera- 
peutics, diagnostic tests, sterilization, weights and 
measures, infectious diseases, treatment of poisoning, 
recipes, speech therapy, physiotherapy, x-rays and radia- 
tion. This book is highly recommended for students in 
pediatric nursing. 


HANDBUCH DER ORTHOPZEDIE (Handbook of 
Orthopedics), Vol. I. G. Hohmann, Miinchen, M. 
Hackenbroch, Kéln, and K. Lindemann, Heidelberg. 
1185 pp. Illust. Georg Thieme Company, Stuttgart, 
W. Germany; Intercontinental Medical Book Corpora- 
tion, New York, 1957, $42.40. 


This book is the first part of a monumental undertaking 
in. presenting the general aspects of orthopzdic surgery, 
and will be followed by three more volumes, mainly 
dealing with therapeutics. It is a most up-to-date 
presentation of the teachings and ideas of the German 
school and is encyclopzdic in its scope. The editors 
mention in the preface that they hope to replace Prof. 
Joachimsthal’s still widely used but now obsolete classic 
on the same subject. 

In this volume the general field is thoroughly covered 
in 33 chapters, each a well-rounded monograph, with 
surprisingly little overlapping. To give an idea of the 
contents, the following titles may ie listed: history of 
orthopedics; dynamic disturbances; congenital and de- 
velopmental deformities; metabolic and hormonal _dis- 
eases of the skeletal system; neurogenic arthropathies; 
muscular and fibrous tissue diseases; inflammatory 
diseases of bones and joints; trauma; forensic aspects 
of orthopedics; methods of examination (a specially use- 
ful chapter); technique of radiological examination; 

hysiotherapy and general operative treatment; _re- 

habilitation, orthopzedic shoes and supports (a rather 
neglected field given over in most places to chiropodists ) ; 
prostheses; anzsthetic and operative risks. 

The book is enriched by numerous illustrations, draw- 
ings and x-ray pictures. References are plentiful at the 
end of each chapter; these are mainly from the German 
literature as would be expected in a “Handbuch” repre- 
senting German orthopedic surgery, but American, 
British, French and_ Italian contributions are also 
judiciously represented. One shortcoming, however, is 
the lack of an index, the absence of which reduces the 
usefulness of this volume. 

This work is a gold mine of information and should 
be enjoyed by all orthopedic and general surgeons who 
possess sufficient knowledge of the German language. 


(Continued on page 176) 
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ORINASE 


Orinase frees many diabetics over 20 years of 
age, and without acidosis, from the routine of 
preparing and taking injections. Subject to 
dietary supervision and where there is no 
infection, injury or other stress, average 
maintenance dose is one to three tablets daily. 
No refrigeration required. 

Supplied in bottles of 50 tablets. * Trademark 
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CHEES 
IN THE 





FT 


DIET — 


Can cheese be a component of a low 
fat diet? Usually not, because of its 
40 to 50% milk fat content. Yet denying 
patients the pleasure of eating 
cheese is a difficult task. 


Today you can add cheese . . . a low-fat, low 
calorie, skim milk cheese. KRAFT SKIMILK, 
a pasteurized process skim milk cheese is 
made especially for dietetics. SKIMILK not 
only has a low fat content, but an appeal- 
ing, appetizing flavor. May we suggest you 
keep SKIMILK in mind when formulating 
low fat, low calorie diets? 


Made from pure skim milk 
Contains only 7% fat 

Contains only 8% carbohydrates 
Has a 23% protein content 
Produces only 58 calories per ounce 


Can be used in many appetizing dishes 


a4 4 4424.4 <4_ 


Adds welcome variety to low fat diets 








KRAFT 


SKIMILK 


Available in 14 lb and 1 Ib. rolls, and in an 
economical 2-pound loaf. 
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THE GROWING FOOT. A _ Research Foundaticy 
Report, 1956, Directed by Roy Arnold, Vancouv: « 
B.C. 26 pp. Illust. $1.50. 


> 


A recent monograph by Mr. Roy Amold of Vancouvy.r 
based on the study of some 6000 feet in childre» 
makes some interesting observations and recommend. - 
tions on the relationship of the development of tl! - 
human foot to the design of footwear for childre 

He has noted that most children inherit the foot chara 

teristics of their parents, with one parent and not w 

commonly a grandparent usually providing the domina: - 
features. Definite patterns of toe configuration we 

noted with regard to length and angulation. In 58° 

the first toe was longer than the remainder: in 25¢ 

the second toe was the longest: in 10% the first a 

second toes were of equal length and in the remaini: 

8% the third toe was usually the longest. Ninety p: - 
cent of all feet seen had some pattern of angulatic 

of the toes and the remaining 10% were not entire 

normal, having some degree of webbing or shortenii 

of the metatarsals. He considers the development of 

“bunion type” foot to be primarily congenital ai 

hereditary, but does not clarify what part “incorrec 

footwear plays. Widening of the heel and _ increas: 

angulation of the metatarsal heads was noted to |» 
part of the normal process of development. Usir ; 
plaster casts, it was demonstrated that children’s fe: ‘ 
grow in sudden and irregular “spurts”’—an increase «/ 
one-third of an inch in the over-all length was note | 
in a period of 14 days. Less than 5% of 100 bran: s 
of shoes examined allowed for free growth on bo‘ 
medial and lateral aspects of the foot. Only two branc 5 
of the so-called “orthopedic shoes” met the full re- 
quirements for growth accommodation. Many of the 
popular types of children’s footwear are considered 
unsuitable for the growing foot because of preventing 
or prolonging the normal stage of development. He 
recommends a return to the straight last from the 
current “crooked” designs and that plenty of rooin 
should be allowed for spurts in growth. 


OUTLINE OF FRACTURES INCLUDING JOINT 
INJURIES. John Crawford Adams, St. Mary’s Hos- 
pital, London, England. 248 pp. Illust. E. & 5S. 
Livingstone Ltd., Edinburgh and London; The Mac- 
millan Company of Canada Limited, 1957. $4.70. 


As stated in the preface, this book is intended primarily 
for the medical student and general practitioner. It aims 
to set down the broad principles of fracture treatment, 
and in the case of a particular fracture to enable the 
general practitioner to advise his patient intelligently 
between visits to a fracture clinic. 

The work opens with a classification of fractures 
and definition of the different types of fractures. The 
healing process is described briefly and in simple 
terms. Complications such as infection, delayed unio’, 
non-union, malunion, injury of associated structure., 
avascular necrosis, post-traumatic ossification, Sudeck s 
atrophy, fat embolism, and adhesions and _arthrit’s 
from joint involvement are discussed. Next comes 1 
chapter on the principles of fracture treatment—her> 
the author discusses first aid, the various methocs 
available for the treatment of closed fractures, ar 
also the management of compound fractures. This 5 
followed by short discussions of fractures in the vario: s 
regions of the body. One generally accepted methc 1 
of treatment for most of the fractures in these regio’'s 
is briefly described. The importance of exercises ar 1 
rehabilitation is emphasized. 

Even though everyone may not agree with the metho', 
the student and practitioner can rapidly gain from t's 
small book the broad outlines of at least one conservati'e 
approach to each fracture. That together with the di:- 
cussion of general principles should make the bock 
worthwhile reading for those seeking an elementa:y 
knowledge of the subject. 
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MEDICAL NEWS in brief 


(Continued from page 138) 
NEW TYPE OF INFLUENZA 


Dr. Leroy E. Burney, Surgeon 
yeneral of the U.S. Public Health 
service, has established an advis- 
ry committee of physicians and 
iealth officers to consider precau- 
ionary steps in the United States 
gainst the current influenza epi- 
lemic in the Far East. Epidemics 
n the Far East have been caused 
yy a new strain of influenza virus 
vhich apparently is not controlled 
xy current influenza _ vaccine. 
\luch of the influenza caused by 
he new virus has been relatively 
nild, marked by a three- or four- 
lay period of fever and other 
‘ypical symptoms. 

The Service has provided sam- 
ples of the new influenza virus to 
manufacturers of vaccine in the 
U.S. Consultations with manufac- 
turers continue on the possibilities 
of producing vaccine for general 
distribution if this should be indi- 
cated. 

Foreign quarantine inspectors, 
which the Public Health Service 
stations at all international sea and 
air ports, are advising travellers 
from the Orient and the Philip- 
pines to see their private physicians 
if they develop a respiratory ill- 
ness within ten days after their 
arrival. The names and addresses 
of passengers who have a respira- 
tory illness when they arrive in the 
United States are forwarded to the 
health officers of the communities 
to which they are going. 

The Service has developed anti- 
gen testing agents for diagnosing 
infection caused by the new strain 
of influenza. These antigens will 
soon be sent to collaborating la- 
boratories throughout the Western 
Hemisphere to help them deter- 
mine whether or not cases of res- 
piratory illness are caused by the 
new influenza strain. Until enough 
antigens are available to supply 
these laboratories, the Communi- 
cable Disease Center of the Public 
Health Service will make the iden- 
tifying tests. All State health 
officers have been informed about 
the testing system. 


State and local public health 
officials are being asked to encour- 
age private physicians to report 
suspicious cases so that there will 
be information on any cases of this 
type of influenza which develop in 
the United States. 


~ 


Close liaison is being maintained 
with health authorities in South 
America and Australia, countries 
that are going into their winter 
season and therefore might expect 
a high incidence of flu within a 
few weeks if it is spreading out 
of the Far East. The World Health 
Organization Influenza Informa- 
tion Center and the World Health 
Organization International Influ- 
enza Center for the Americas are 
operated by the Public Health 
Service. These centres receive re- 
ports on outbreaks and samples of 
the virus from all parts of the 
world. 


ERYTHROPOIESIS AND THE 
KIDNEY 


It appears from the recent work 
of a research team of the Argonne 
Cancer Research Hospital, Univer- 
sity of Chicago, that the erythro- 
poietic activity of the bone-marrow 
is concerned with the relationship 
of oxygen supply to demand for 
oxygen from the tissues and not 
to either of these factors separately. 
In an attempt to determine the 
site of origin of the bone-marrow 
stimulating substance, called for 
this purpose erythropoietin, rats 
were submitted to polysurgery. 
which included either hypophy- 
sectomy, thyroidectomy, splenec- 
tomy, adrenalectomy or gonadec- 
tomy. In spite of these mutilations, 
the animals retained their capacity 
to respond to repeated phlebotomy 
with an increase in the plasma 
content of erythropoietin to an 
extent comparable with that ob- 
served in similarly bled normal 
animals. However, after bilateral 
nephrectomy, these animals were 
not able to respond to a single 
dose of cobaltous chloride or to a 
single massive hemorrhage by an 
increase in bone-marrow activity. 
These authors suggest that ery- 
thropoietin may be formed as an 
inactive precursor in the kidney, 
which could be activated in some 
other organ. Although still at the 
animal experimentation stage, this 
concept might eventually lead to 
far-reaching clinical applications 
(Nature, 179: 633; 1957). 


CONGRESS ON PRESENT- 
DAY LIVING CONDITIONS 


The World Congress of Doctors 
for the Study of Present-Day Liv- 
ing Conditions announces that it 

(Continued on page 40) 
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Patients and parents 


will be grateful... 


when you prescribe 


Tempra 


INDICATIONS: 


For symptomatic relief of fever, 
pain and discomfort in infants 
and children, as in upper res- 
piratory infections, muscular 
aches and pains, or following 
inoculations. 


SUPPLIED: 


Tempra Drops 
15 cc. bottles with calibrated 
plastic ‘Safti-Dropper’—60 mg. 


‘1 grain) N-acetyl p-amino- 


phenol in each 0.6 cc. (ted 
solution) 


Tempra Syrup 

4 fl. oz bottles—120 mg. (2 
grains ) N-acetyl p-aminophenol 
per teaspoon (green solution). 


DOSAGE: 
Orally, every 4 to 6 hours, 
as needed 

Age in Drops Syrup 
Years cc. Teaspoons 
o—1 0.6 

i—4 0.6—1.2 y—1 
4—8 1—2 
R—12 2 

*Reg. T.M. 


MEAD JOHNSON 
SYMBOL OF SERVICE IN MEDICINE 





You won't find any 
“corset stomachs” 
with Spencer! 





Dorland defines “corset stomach” as a 
displaced stomach due to pressure from 
improper corseting. 

Spencer not only prevents but helps 
correct “corset stomach” because: 

Each Spencer is individually designed, 
cut and made for each patient to improve 
posture. : 

Each is so designed that abdominal 
support is from below, upward and 
backward, paralleling the natural pull 
of abdominal muscles. Thus, muscle 
exercise is encouraged. . 

In a Spencer, the strain of supporting 
the abdomen is placed on the pelvis, not 
on the spine at or above the lumbar 
region. 

ONLY an individually designed support 
can fully meet the therapeutic needs of 
your patients. Prescribe Spencer for men, 
women, children—with confidence. 
MAIL coupon below—or PHONE a dealer 
in Spencer Supports (see Classified 
Section) for information. 


SPENCER 


individually designed 
supports and brassieres 


SPENCER SUPPORTS (CANADA) LTD., 
| Rock Island, Que. 

U.S.A.: Spencer, Inc., New Haven 7, Conn. 

Englend, Spencer Ltd., Banbury, Oxon. 


Please send me booklet, “SPENCER SUPPORTS in 
I Modern Therapy.” 
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MEDICAL NEWS in brief 
(Continued from page 39) 


will hold its second international 
conference in Cannes, France, on 
“The Influence of Living and 
Working Conditions on Health’, 
from September 27-29, 1957. The 
Congress presidents will be Pro- 
fessor Jacques Parisot of France 
and Professor J. de Castro of 
Brazil. The program will contain 
discussion on three principal sub- 
jects: (1) The Influence of Nutri- 
tional Factors on Disease, with 
contributions from Brazil, China, 
Great Britain, and France; (2) The 
Effects of Work on Mental and 
Physical Health, with contributions 
from France and the Soviet Union; 
(3) Late Results of Ionizing Radia- 
tion on Human Life, with reports 
by authorities from France, Japan, 
and Great Britain. Enquiries to the 
Organization Secretariat, 1 rue Le 
Notre, Paris 16, France. 


VARIATIONS IN 
HAEMATOCRITS 


Every clinician is well aware of 
the variations encountered in 
hematocrit readings, and takes it 
for granted that these are probably 
due to minor inaccuracies of tech- 
nique. Streeten and Thorn have 
recently proved (J. Lab. & Clin. 
Med., 49: 661, 1957) that changes 
in the patient’s degree of hydra- 
tion can alter the volume of the 
red cell mass. They submitted their 
experimental subjects to a modifi- 
cation of the Robinson - Power - 
Kepler water test, and performed 
repeated hematocrit determina- 
tions under rigorously controlled 
conditions of standardization with 
the patients in various states of 
hydration. Their co-efficient of vari- 
tion of the mean _ corpuscular 
hemoglobin _ concentration 
(MCHC) came out to be 0.28%. 
It was observed that one hour after 
the administration of 20 ml. of 
water per kg. of body weight, a 
statistically significant decrease in 
MCHC occurred. A return to nor- 
mal value took place during the 
second hour after a brisk diuresis. 
Under normal conditions, erythro- 
cytes hydration is maintained at 
a remarkably constant level. 


ECHO VIRUS IN 
SWITZERLAND 


In 1954+ in Massachusetts and 
New York State, a virus was iso- 
lated from stools of suspected 
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poliomyelitis patients which 
proved to be a hitherto unknown 
entity or “orphan” virus. Further 
strains have since been found in 
the U.S.A., Canada, Egypt, Sweden 
and the Philippines, and 14 types 
of Echo (entero—cytopathogenic 
human orphan) virus have so 
far been antigenically  distin- 
guished. Whether or not the virus 
has produced clinical illness, it 
leaves neutralizing antibodies be- 
hind in the serum of the infected 
person, hence study of serum from 
a population gives an index of dis- 
tribution of Echo virus in the area. 

Krech of Berne studied the 
gamma globulin obtained from 
plasma of some 200 adult Swiss 
donors and reports (Schweiz. med. 
Wehnschr., 87: 558, 1957) the find- 
ing of neutralizing antibodies 
against all 14 strains of Echo virus. 
Hence these viruses must be wide- 
spread in Switzerland. 


Further study of stool specimens 
from patients suffering from an 
aseptic meningitis or their con- 
tacts led to isolation in 272 cases 
of polio virus, in 21 cases Echo 
type 4 and in 52 cases Echo type 
9. The same strain was often found 
in various members of a family, 
and in some instances the virus was 
isolated repeatedly from a person’s 
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stools, while the titre of neutraliz- 
ing antibodies in serum simultan- 
zously rosé. 


AMERICAN UROLOGICAL 
ASSOCIATION PRIZE 
ESSAY 


The American Urological Asso- 
ciation offers an annual award of 
$1000 (first prize of $500, second 
prize $300 and third prize $200) 
for essays on the result of some 
clinical or laboratory research in 
urology. Competition will be 
limited to urologists who have 
been graduates not more than ten 
years, and to hospital interns and 
residents doing research work in 
urology. 

The first prize essay will appear 
on the program of the forthcoming 
meeting of the American Urologi- 
cal Association, to be held at the 
Roosevelt Hotel, New Orleans, 
Louisiana, April 28-May 1, 1958. 

For full particulars write the 
Executive Secretary, William P. 
Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays 
must be in his hands before De- 
cember 1, 1957. 


BANTING RESEARCH 
FOUNDATION GRANTS 


The Banting Research Founda- 
tion announces 17 new grants rang- 
ing in value from $400 to $17,500 
to finance medical research, 
awarded at its Annual Meeting. 
Grants were made to the following 
research’ workers: 

Banting and Best Chair, Uni- 
versity of Toronto, to support 
various workers in basic medical 
and cancer research in the depart- 
ment. 

Dr. J. V. Basmajian, Department 
of Anatomy, Queen’s University, 
Kingston, to develop electronic 
control apparatus for paralyzed 
muscle, 

Dr. I. T. Beck, Royal Victoria 
Hospital, Montreal, for an experi- 
mental study in the management of 
acute pancreatitis. 

Dr. W. A. Cochrane, Hospital 
for Sick Children, Toronto, to study 
idiopathic hypoglyczemia of infants 
and children and its relation to 
amino acid metabolism and vita- 
min B,. 

Dr. Harry Cullumbine, Depart- 
ment of Pharmacology, University 
of Toronto, for the study of cat- 
excitement phenomenon induced 
by opium alkaloids. 


Dr. D. J. Currie, St. Michael’s 
Hospital, Toronto, for research 
into the pathogenesis of acute 
cholecystitis. 

Dr. C, S. Hanes, Department of 
Biochemistry, University of To- 
ronto,,to study the characterization 
of cellular peptidases. 

Dr. Werner Kalow, Department 
of Pharmacology, University of To- 
ronto, for studies on the separation 
of typical and atypical forms of 
human serum cholinesterase. 

Miss Irene S. Karpishka, Depart- 


Summer Bane... 


4] 


ment of Anatomy, McGill Uni- 
versity, Montreal, for research on 
the passage of carbohydrates and 
amino acids into the matrix of hard 
tissues. 

Mr. B. H. Messier, Department- 
of Anatomy, McGill University, 
Montreal, to study the turnover 
rate of cells. 

Dr. J. H. Quastel, McGill-Mont- 
real General Hospital Research 
Institute, Montreal, to study 
mechanism of acquired resistance 

(Continued on page 42) 


Hay Fever brings misery and discomfort to thousands at 
this time of the year. Pabracort Insufflations have proved their value 
in the control of Hay Fever both by clinical trial and in general 
practice. Dramatic relief is usually obtained within two or three days 


and complete alleviation after two weeks treatment. 
Each insufflation capsule contains 15 mg. hydrocortisone 
acetate in a specially prepared snuff base (micronized). 


Reference: Lancet (1956) i., 537 
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in animals to drugs affecting the 
central nervous system, particularly 
morphine. 

Mr. J. G. Rochefort, Allan 
Memorial Institute, McGill Uni- 
versity, Montreal, to study hor- 
monal mechanisms in “stress”. 

Dr. Andrew Sass-Kortsak, Re- 
search Institute, Hospital for Sick 
Children, Toronto, for a study of 
changes in serum transaminase 
activity in hepatic and _ neuro- 
muscular diseases of childhood and 
infancy. 

Mr. B. H. Sells, Department of 
Biochemistry, McGill University, 
Montreal, to study capillary fra- 
gility. 

Mrs. Janine Stachenko, Depart- 
ment of Investigative Medicine, 


Natal 
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SECURITY 
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AND 
BUSINESS 
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MONTREAL TRUST 
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McGill University, Montreal, to 
study the functional zonation of 
the adrenal cortex and the factors 
affecting the production of aldos- 
terone. 

Miss Stella Sybulski, Department 
of Investigative Medicine, McGill 
University, Montreal, to study the 
influence of the placenta on 
adrenal cortical hormone synthesis 
and metabolism in pregnancy. 

Mr. Tom Webb, Allergy Re- 
search Division, McGill University 
Clinic, Royal Victoria Hospital, 
Montreal, to study the isolation 
and characterization of the pro- 
teins of human urine. 


J. V. Basmagian, M.D., 
Honorary Secretary- 
Treasurer 


Tue 1957 Federal Budget 
amended the Income Tax Act to 
provide certain income tax con- 
cessions to the self-employed in 
the setting up of retirement funds. 


Montreal Trust Company offers 
a convenient, flexible plan within 
the terms of the new legislation. 
Options under the Plan are avail- 
able to offset effects of possible 
inflation. 


Ue 
URS 


RETIREMENT 
SAVINGS 
we 


A booklet giving full informa- 
tion about our new Retirement 
Savings Plan may be obtained at 
any branch of The Royal Bank 
of Canada. You may idee make 
arrangements to participate in 
this Retirement Savings Plan 
through any branch of The Royal 
Bank of Canada. 
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AMERICAN BOARD OF 
OBSTETRICS AND 
GYNECOLOGY 


Applications for certification 
(American Board of Obstetrics and 
Gynecology), new and reopened, 
for the 1958 Part I Examinations 
are now being accepted. All candi- 
dates are urged to make such ap- 
plication at the earliest possible 
date. Deadline date for receipt of 
applications is September 1, 1957. 
No applications can be accepted 
after that date. 

Candidates for admission to the 
examinations are required to sub- 
mit with their application a type- 
written list of all patients admitted 
to the hospitals where they practise, 
for the year preceding their appli- 
cation, or the year prior to their 
request for reopening of their ap- 
plication. This information is to be 
attested to by the Record Librarian 
of the hospital or hospitals where 
the patients are admitted, and sub- 
mitted on paper 814 x 11”. Neces- 
sary detail to be contained in the 
list of admissions is outlined in the 
Bulletin and must be followed 
closely. 

Current Bulletins outlining pres- 
ent requirements may be obtained 
by writing to the Secretary’s office: 
Robert L. Faulkner, M.D., Ameri- 
can Board of Obstetrics and Gyne- 
cology, 2105 Adelbert Road, Cleve- 
land 6, Ohio. 


NEW CONTINENTAL 
FEDERATIONS OF 
SURGEONS 


The formation of federations of 
surgeons on a continental basis 
under the xgis of the International 
College of Surgeons has been an- 
nounced. Four units have been 
established, covering North Amer- 
ica, Central and South America, 
Europe and Asia. The College has 
active national sections in 40 coun- 
tries, and these will form the nuclei 
of the federations. 

Each federation will develop 
continental meetings to supple- 
ment the biennial congresses of 
the International College of Sur- 
geons and yearly sessions of the 
national sections. 

Dr. Curtice Rosser of Dallas, 
president of the United States Sec- 
tion and professor and head of the 
department of proctology, South- 
western Medical College, will be 


(Continued on page 45) 
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the regional secretary of the North 
American Federation, which will 
consist of the United States and 
Canada. Dr. Ross T. McIntire, 
executive director of the college, 
will co-operate in the activities. 

The European federation will 
comprise Austria, Belgium, British 
Commonwealth, Finland, France, 
Germany, Greece, Italy, the Nether- 
lands, Portugal, Spain, Switzerland 
and Turkey. Prof. Dr. John Henry 
Oltramare of the University of 
Geneva, Switzerland, will be 
regional secretary. 

Prof. Dr. Jorge A. Taiana, former 
dean of the School of Medicine, 
University of Buenos Aires, is re- 
gional secretary of the Central and 
South American Federation, com- 
posed of Argentina, Brazil, Col- 
ombia, Peru, Venezuela, Costa 
Rica, El] Salvador, Honduras, Haiti, 
Mexico and Nicaragua. 

The Asiatic Federation will be 
composed of Burma, Ceylon, 
China Formosa, China Hong Kong, 
India, Iran, Israel, Japan, Pakistan, 
Philippines and Thailand, with 
Prof. Dr. Komei Nakayama, pro- 
fessor of surgery at the University 
of Chiba, Japan, as regional sec- 
retary. 


FIRST PAN AMERICAN 
CANCER CYTOLOGY 
CONGRESS 


Six hundred and fifty physicians 
and scientists from 29 countries 
attended the First Pan American 
Cancer Cytology Congress, held 
at Miami Beach, Florida, from 
April 25 to 29. Present at the open- 
ing ceremony were official dele- 
gates of 19 countries and represen- 
tatives of the Pan American Sani- 
tary Bureau, the World Health 
Organization, the office of the 
Surgeon General of the U.S. Public 
Health Service, the Atomic Energy 
Commission, state and local gov- 
ernment, and cancer societies and 
medical associations. 

Scientific papers from three 
separate centres (E. V. Cowdry, 
Washington University; Morton 
Levin, New York State Depart- 


ment of Health; and H. J. Rand, | 


Cleveland) emphasized the strong 
relationship between excessive cig- 
arette smoking and cancer of the 
lung. A chemical additive to cig- 
arettes was reported which inhibits 
formation of known carcinogens in 
tars and cigarette smoke. 


~ 


The importance of cervical cy- 
tology was recognized in the state- 
ment, “Cytology represents the first 
effective tool fashioned by medical 
science suitable for mass protection 
against cancer of certain types. 
This tool is now perfected and 
ready for universal application to 
stamp out death from cancer of 
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the uterus.” Strong evidence to 
confirm this statement was pre- 
sented in a paper, “Reducing cer- 
vical cancer in a community 
through screening in a cytology 
center’, by Ayre et al., from the 
Cancer Institute at Miami. In 
a five-year period the incidence of 
(Continued on page 46) 
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cervical cancer dropped from 
2.58% to 1.15%. 

The effect of antibiotics on tu- 
mours was reported by Kanematsu 
Sugiura of the Sloan-Kettering In- 
stitute, New York, and a new con- 
cept of virus infection as a cause 
of cancer was reported by Duran 
Reynals of Yale University. Cy- 
tological prognosis of cancer of the 
cervix was reported by Dr. Ruth 
Graham. Reports on the use of 
radioactive isotopes in cancer diag- 
nosis and treatment were made by 
Dr. Gauldin of Oak Ridge National 
Laboratory in a session presided 
over by Dr. Paul Aebersold of the 
Atomic Energy Commission, and 
the use of radioisotopes in cancer 
was discussed by Mario Nava of 
the University of Mexico. 

The role of electronic devices 
designed to provide cytoautoma- 
tion for screening population 
groups was reported by the Air- 
' borne Instrument Company and 
the Cancer Institute at Miami. 
Comments by Dr. John Heller, 
director of the National Cancer In- 
stitute, indicated that experimental 
trials with new instruments would 
be undertaken in two centres in the 
immediate future. 


Physicians representing Sweden, 
Uruguay, Brazil, Spain and Aus- 
tralia, among others, went on rec- 
ord that they will establish cytol- 
ogy centres in their respective 
countries. 

During the Congress a perman- 
ent organization, the Pan, American 
Cancer Cytology Society, was 
formed, with Dr. J. E. Ayre as 
president and Dr. William Ter- 
zano as secretary. There are four 
categories of membership: Honor- 
ary, Cytologist Members (those 
teaching or engaged in cytodiag- 
nosis of 1500 tests or more per 
year), Members (gynecologists, 
obstetricians, pathologists, bio - 
chemists, biologists, and others 
having a special interest in the field 
of cancer cytology), and Associate 
(technical workers in the field). 

Three awards were announced 
during the Congress. The Univer- 
sity of Miami Award of Merit went 
to Dr. Jose M. Mezzadra, Univer- 
sity of Buenos Aires, Argentina; the 
Wien Award for 1956 to Dr. 
George Gey, Johns Hopkins Uni- 
versity, Baltimore; and the Wien 
Award for 1957 to Dr. William 
Terzano, Buenos Aires, Argentina. 


HEALTH INSURANCE 
ASSOCIATION OF AMERICA 


At the annual meeting of the 
Health Insurance Association of 
America on May 8, 1957, Mr. Jay 
C. Ketchum, Executive Vice-Presi- 
dent of the Michigan Medical 
Service, Detroit, spoke on segre- 
gation versus integration in health 
insurance. After discussing the seg- 
regation of classes of risk in health 
insurance, Mr. Ketchum went on 
to say the following things about 
integration: 

“I want to speak about another 
type of integration which I believe 
is long past due and absolutely 


ONLY 
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necessary for the ultimate success 
of voluntary means over compul- 
sory schemes in the financing of 
health care. This field of health 
insurance is like no other. We 
insure against costs of services 
over which there is less control 
than over any commodity or other 
service. There is no effective con- 
trol over a physician’s charges and 
not even the influence of compe- 
tition and need that is ordinarily 
experienced in other professions 
or trades. I would not have it 
otherwise except to the extent that 
an informed and enlightened pro- 
fession is willing to exercise its 
own self-restraint. However, I be- 
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lieve that in many instances insur- 
ance has contributed to the prob- 
lem of medicine. Unwittingly 
perhaps; sometimes carelessly; 
sometimes selfishly. Unrealistically 
high schedules of allowances for 
specific procedures and open-end 
contracts with great unallocated 
aggregates can and do result in 
inflation of health care costs which 
can ultimately and accumulatively 
bring about the very thing insur- 
ance and medicine abhor. It is just 
not realistic to expect that the un- 
informed individual physician will 
refrain from setting his charges 
in relation to the proceeds of in- 
surance, plus his patient’s other 
means. Major Medical, with its 
unallocated aggregates, particu- 
larly with co-insurance percentages 
being reduced, offers opportunity 
for higher charges. I am not greatly 
concerned about flagrant abuses 
(and we've seen some), but am 
concerned that small, gradual, in- 
creases per unit of service will, 
when multiplied by millions of 
individual cases, accumulate a 
total which will inflate costs be- 
yond the point of toleration by the 
people. I am certain that already 
these effects are being recognized 
and felt. Here, again, voluntary 
restraint is called for; this time, 
on the part of the providers of the 
services you insure. 

“Almost everyone is personally 
and individually concerned with 
health; not just the facilities for 
care; not just the quality of care, 
or the convenient availability of 
it, but as well with the costs. Be- 
cause of these concerns, they be- 
come interested in the organization 
of facilities, the methods of prac- 
tice and teaching, and, of course, 
with the management of health 
care finance. With almost everyone 
contributing through the insurance 
mechanism toward the costs of 
care, they are becoming increas- 
ingly concerned with the manage- 
ment, the techniques and even 
the supervision of the plans, in- 
surance or otherwise. While Arthur 
Vanderberg was still Senator from 
Michigan, he told a group of 
officers of the State Medical So- 
ciety that, whether they realized it 
or not, they had by organizing 
and successfully operating their 
Blue Shield Plan, created a ‘public 
trust’. He warned that anything 
which became of importance to a 
great many people must expect to 
conduct itself as a public trust. He 
cited examples of other phases of 
(Continued on page 48) 
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our economic life and what had 
happened to them when their obli- 
gations and responsibilities, as the 
people interpreted them, were not 
voluntarily met. He mentioned 
such things as the government 
control of franchises, rate regula- 
tion, restraint of trade legislation, 
fair trade laws, etc. 

“I believe that, health insurance 
being of such vital, direct and 
personal concern to such a large 
percentage of our population, we 
are rapidly approaching the day 


when our efforts will be regulated 
by legislation unless we, all of us— 
plans, insurance, doctors, hospi- 
tals—assume the responsibility of 
voluntary regulation and restraint. 

“I am convinced that we can 
wait very little longer before some- 
thing must be done if voluntary 
health insurance is not priced or 
legislated out of the market. I 
believe that as Medicine has 
placed its reliance upon voluntary 
insurance, both profit and non- 
profit, as its answer, it has a re- 
sponsibility to see that it works. 
Medicine must be held responsible 
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if it permits inflation of costs, 
merely because of the existence of 
insurance. I’m sure that you will 
agree that insurance has a responsi- 
bility to so conduct itself as to be of 
every logical reasonable assistance. 
Insurance has a responsibility to 
see that insurance does not di- 
rectly, or even indirectly, encour- 
age practices which will result in 
increasing costs, in pricing pre- 
payment out of the market. If this 
is to be the answer—the successful 
answer—to financing costs of health 
care, it must be done on an inte- 
grated, co-operative basis. Medicine 
must be informed of the problems 
and limitations as well as the 
abilities and capabilities of insur- 
ance. You, as the insurers, must 
understand these same things about 
medicine. And, together, you must 
see that the public knows and 
appreciates your integrated efforts. 
I am suggesting that practically 
nothing in relation to the total 
problem has been accomplished 
to this date in liaison between 
insurance and medicine in connec- 
tion with your joint interests and 
concerns and I am saying that real 
and lasting results will not be 
obtained without integrated and 
co-operative effort. 


“I hope that I will not be mis- 
understood when I stress this need. 
I do not say that there are none 
in medicine who understand and 
devote time and effort in attempt- 
ing to find answers to these prob- 
lems. I do not say that there are 
none in insurance. I do say that, 
in both medicine and insurance, 
most are so concerned with their 
own more immediate problems of 
practice and daily affairs that there 
is just not enough effective effort 
being expended.” 


ESSAY CONTEST ON 
BREAST AND PROSTATIC 
CANCER 


The Trustees of America’s oldest 
medical essay competition, the 
Caleb Fiske Prize of the Rhode 
Island Medical Society, announce 
as the subject for this year’s dis- 
sertation “HORMONAL RELATION- 
SHIPS IN BREAST AND PROSTATIC 
CANCER—THEIR PRACTICAL APPLI- 
CATION. The dissertation must be 
typewritten, double spaced, and 
should not exceed 10,000 words. 
A cash prize of $350 is offered. 
Essays must be submitted by De- 
cember 31, 1957. 
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For complete information regard- 
ing the regulations write to the 
Secretary, Caleb Fiske Fund, 
Rhode Island Medical Society, 
106 Francis Street, Providence 3, 
Rhode Island. 


INTERNATIONAL 
CONFERENCE OF 
ULTRASONICS IN 
MEDICINE 


An international conference on 
ultrasonics in medicine will be 
sponsored by the American Insti- 
tute of Ultrasonics in Medicine 
at the Statler Hotel, Los Angeles, 
California, September 6-7, 1957. 
The secretary is John H. Aldes, 
M.D., 4833 Fountain Avenue, Los 
Angeles 29, California. 


The meeting will cover the biolo- 
gical and physiological principles, 
as well as the clinical aspects of 
ultrasonics in medicine. There will 
also be a round table conference 
covering all these phases. Partici- 
pating in the meeting will be 
representatives from Europe, South 
America and Japan. 


PAN-PACIFIC SURGICAL 


ASSOCIATION 
The Seventh Congress of the 
Pan-Pacific Surgical Association 


will be held in Honolulu, Hawaii, 
November 14-22, 1957. All mem- 
bers of the profession are cordially 
invited to attend and are urged 
to make arrangements as soon as 
possible if they wish to be assured 
of adequate facilities. An outstand- 
ing scientific program by leading 
surgeons with sessions in all 
divisions of surgery and related 
fields promises to be of interest 
to all doctors. Further information 
and brochures may be obtained by 
writing to Dr. F. J. Pinkerton, 
Director General of the Pan-Pacific 
Surgical Association, Room 230, 
Young Building, Honolulu, Hawaii. 


JOURNAL OF 
ULTRASTRUCTURE 
RESEARCH 


Academic Press Inc., Publishers, 
announce the new Journal of Ultra- 
structure Research to be edited by 
Dr. Fritiof S. Sjéstrand and Dr. 
Arne Engstrém, both associated 
with Karolinska Institutet, Stock- 
holm. It is the purpose of the 


\ 


Journal of Ultrastructure Research 
to assemble in one medium papers 
dealing with the ultrastructure of 
the elementary structural as well 
as functional components of cells 
and, tissues. Papers on biological 
material analyzed by means of 
electron microscopy, x-ray diffrac- 
tion techniques, x-ray microscopy, 
polarization optical analysis, and 
polarized infrared analysis will be 
acceptable, as will those describing 
techniques and instruments of im- 
portance for the development of 
ultrastructure research. 

The first volume, priced at 
$15.00, will consist of four issues. 
Manuscripts by Ebba Andersson, 
A. J. Dalton, R. Ekholm, E. Fauré- 
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Fremiet, D. Ferreira, A. Frey- 
Wyssling, B. Vincent Hall, E. L. 
Kuff, M. G. Menefee, and Ch. 
Rouiller have been accepted for 
publication in the initial issues. 
Manuscripts, queries concerning 
details of editorial policy and rules 
regarding the preparation of papers 
should be sent to the Editorial 
Office, Journal of Ultrastructure 
Research, Department of Anatomy, 
Karolinska Institutet, Stockholm 60, 
Sweden. Manuscripts may be sub- 
mitted in English, French, or Ger- 
man. Subscription orders should be 
sent to the publishers, Academic 
Press Inc., 111 Fifth Avenue, New 
York 3, New York. 


(Continued on page 50) 
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ST. PAUL’S HOSPITAL, 
SASKATOON 


We have received a delightful 
little brochure commemorating the 
fiftieth anniversary of St. Paul’s 
Hospital, Saskatoon, Sask., and tell- 
ing the history of that worthy in- 
stitution since its first appearance 
- in the spring of 1907. The story of 
the founding of this institution is 
a most romantic one. In 1906 an 
epidemic of typhoid fever broke 
out among workers employed in 
building the Grand Trunk Pacific 
railway bridge. There was no hospi- 


tal accommodation in Saskatoon ex- 
cept for a private nursing home, 
and Father Vachon of St. Paul’s 
Church took several of the patients 
into his own rectory for nursing. 
In late September Sister Phaneuf 
and Sister Guay, members of the 
order of Grey Nuns of Montreal, 
came to the rectory soliciting alms 
and were invited to stay and nurse 
the sick. When the epidemic was 
over, a Saskatoon delegation went 
to Montreal and pleaded for the 
establishment of a permanent Grey 
Nuns _ hospital. In January 1907 
three more sisters-came out to join 
Sisters Phaneuf and Guay. A house 
on Pleasant Hill was soon pur- 
chased and opened on March 19, 
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1907, when the first two fracture 
cases were admitted to the 17-bed 
hospital. By the end of 1907, the 
new hospital had cared for some 
340 patients. 

It is noted that St. Paul’s Hospi- 
tal medical staff have been in the 
vanguard of progress during the 
past 50 years. The first lobectomy 
and later the first pneumonectomy 
in Saskatchewan were performed at 
St. Paul’s, and the electrocardio- 
graph was first used there in the 
province. Many contributions to the 
literature have come from the 
medical staff, of whom there are 
now 142, headed by Dr. D. M. 
Baltzan. 


INTERNATIONAL COLLEGE 
OF SURGEONS AWARDS 
IN OBSTETRICS AND 

GYN A COLOGY 


The Division of Obstetrics and 
Gynecology of the United States 
Section, International College of 
Surgeons, announces two awards 
for the best manuscripts not ex- 
ceeding 5000 words submitted by 
December 1, 1957. The first prize 
will be $500 and the second $300. 
Contestants must hold the degree 
of Doctor of Medicine from an 
accredited college of medicine, and 
(1) be interns, residents or gradu- 
ate students in obstetrics and 
gynecology, or (2) be teachers of 
obstetrics and gynecology. Fellows 
of the College are not eligible. The 
two successful candidates will be 
asked to participate in the scientific 
program of the Division of Obste- 
trics and Gynecology at the 1958 
annual congress of the United 
States and Canadian Sections, In- 
ternational College of Surgeons. 

Details of the contest and the 
form in which the manuscript 
must be submitted may be ob- 
tained by writing Dr. Harvey A. 
Gollin, secretary of the Committee 
on Prizes, 55 East Washington 
Street, Chicago 2, Ill. 


PICKER FOUNDATION 
GRANT 


A Picker Foundation grant in 
radiological research for 1957-58 
has been made to Dr. Albert Jutras, 
H6tel-Dieu Hospital, Montreal, for 
studies on fibroplastic infiltration 
of the submucosa in minute can- 
cers of the stomach and its effect 
upon gastric motility and radio- 
logical images. 


